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THat a substance, probably mucous in character, is occasionally 
voided at stool has been recognized for many years—indeed, by the 
very fathers of medicine; it is recently, however, that these cases 
have received careful attention and classification in our nosological 
tables. The disease seems naturally to divide itself under two headings, 
(1) cases in which the passage of the membrane is accompanied by all 
the symptoms and concomitants of enteritis or entero-colitis in their 
acute or chronic form, and (2) cases in which the passage of the mem- 
brane is about the only symptom presented. 

With the former series of cases we have little to do in the present 
paper ; suffice it to say, that the cases have been noted and observed for 
many years. To Morgagni, however, is due the credit of first clearly 
recognizing the fact that such matters in the stools were not portions 
of the intestinal canal, as then considered, but were occasionally false 
membranes. 

The disease is unfortunate in the fact that it has received many varied 
and totally different synonyms,” thus giving evidence of the chaotic state 
of medical opinion in regard to the affection. 


Abstract of a paper read before the College of Physicians of Philadelphia. 
Pellicular colitis ; intestinal cast ; pseudo-membranous enteritis ; intestinal desquama‘ive catarrh ; 
Mmucvus disease ; chronic muco-colitis ; enterite interstitielle ; chronic croup of the inte.tines ; chronic 
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The etiology of membranous enteritis has fared but little better than its 
nomenclature, as the most varied and opposite etiological factors have 
been adduced in endeavoring to elucidate the problem. Age is a promi- 
nent predisposing factor, as most cases occur in adult life, my own cases 
following the rule; the decade between thirty and forty is that which 
presents the greatest number of cases; children are not exempt from 
the disease, as careful perusal of the literature shows a few cases occur- 
ring during the earlier years of life. Clemens' reports four cases as 
occurring in children, Chapin’ records other cases, as do also J. Lewis 
Smith’ and Field,‘ six cases under the age of ten years, Whitehead*® 
adds two children to the list. Laget* has observed an infant con- 
vaiescing from diphtheria, who passed a mucous cast nearly eight inches 
long, and Batrier’ an example of the disease in a child of five years. 

Sex.—Cases of membranous enteritis are generally seen in hysterical 
women, or hypochondriacal men, a fact well recognized by an early 
writer, who, as already stated, styled the disease “ hypochondriasis pitui- 
tosa.” Whitehead tells us that out of one hundred cases only four 
occurred in males; Field notes eighty per cent. of the recorded cases as 
occurring among females. 

When endeavoring to seek the active causative agent of this enteric 
condition, one is met with such a diversity of opinion as to be almost 
embarrassed by its richness. We will, however, most usually find the 
disease occurring apparently as a concomitant or sequela of either dis- 
ease of the genital or intestinal tract, or of the nervous system. As 
illustrating the apparent connection between this condition and uterine 
disorders, we might cite the case reported by Hess,* where the patient had 
had two miscarriages preceding the attack of membranous enteritis, 
during which she passed pieces of membrane a foot long. Fish* observed 
a woman aged forty, in whom a uterine disorder had preceded the ex- 
pulsion of the membranes, and F. W. Gross” a case in which a similar 
discharge from the vagina accompanied that from the bowel; all the 
cases seen by this observer were females, and at or about the middle 
period of life. 

The apparent connection between irritation or disorders of the intesti- 


pellicular inflammation of the intestinal mucous membrane ; fibrinous diarrhoea ; diarrhoea febrilis ; 
follicular, duodenal, and colonic dyspepsia ; chronic pseudo-membranous gastro-enteritis ; tubular loose- 
ness, or diarrhcea tubularis ; tubular exudation casts of the intestine ; vegetations de la muqueuse de 
l'intestine gréle ; mucous or gelatinous diarrhea; hypochondriasis pituitosa (quoted by Field) ; mucous 
casts, and many others. 

1 Ueber dem Darmkrup der Kinder, Jahrb. fiir Kinderkrankheiten, 1860, Bd. xxxiv. 8. 30. 

2 Arch, Pediatrics, 1884, vol. i. pp. 447-49. % Fourth edit., p. 437. 

4 Fiske Fund Dissertation, No. xxxvii. 5 Med. and Surg. Rept., Manchester Hosp., 1870. 

6 Bull. Soc. Anat., Paris, 1875, p. 843. 

7 Traité Pratique des Mal., de !’enf., t. ii. p. 36, 2d edit , 1845. 

8 Med, and Surg. Reporter, 1880, p. 42. ® Thid,, p. 417. 

10 Boston Med. and Surg. Journ., 1881, pp. 27-55. 
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nal tract and the occurrence of membranous enteritis, is well shown by 
Willard’s' case, which occurred in a previously healthy female, aged 
forty, who some six months before had been poisoned by excessive doses 
of podophyllin. Most all observers report an antecedent dyspepsia and 
constipation, alternating with diarrhea. Grantham, as early as 1849, 
considered the abuse of mercury as productive of the condition under 
consideration. Abdominal cancer, pyloric obstruction, proctitis, hemor- 
rhoids, typhoid fever, disease of the prostate gland, and enteralgia, have 
all been considered as causative agents. Patients suffering from erysipelas 
have passed membranous casts. Muhlenberg’ has observed the same 
occurrence in tuberculosis of the intestine. 

We must exclude cases of the so-called croupous or diphtheritic ente- 
ritis, as it is not the province of the present paper to consider all forms 
of membranes passed, but simply that which is purely a mucous cast; 
hence but passing reference will be made to Boyd’s* case, in which a 
deposition of membrane occurred all through the colon, especially in its 
transverse portion, where the adventitious membrane could with difficulty 
be separated from the bowel, and was quite flaky, it was evidently a 
croupous exudate; of a similar nature are the cases recorded by Powell 
and Bartholow, who considered the membrane passed as the process of a 
down-travelling diphtheritic focus. The specimens and photo-micro- 
graphs of the pseudo-membrane of dysentery recorded in Part IT. of the 
Medical History of the War of the Rebellion, are also not accorded a place 
in the present paper. Lastly, to illustrate its association with disorders 
and disturbances of the nervous system, we have but to recall the fact that 
many of the cases present a history of hysterical outbreaks, neuralgia, 
sciatica, and other nervous troubles; indeed, Da Costa would attribute 
the true etiology to the nerves presiding over nutrition and secretion, 
considering the disease as a manifestation of disordered nervous supply, 
which may be either general or local. Wales considers the ganglionic 
nerves of the intestine to be primarily at fault. 

Symptoms.—In no way, perhaps, can a better understanding be had 
of the general clinical features of the disease under consideration than 
by recording the following cases from the writer's practice : 


Case L*—S. H., aged thirty-one years, a woman of good physique; 
weight 150 lbs. Married nine and a half years ago, first and only child 
born twenty-seven months before coming under the writer’s observation. 
The labor was normal, and the recovery good. No miscarriage or 
uterine disorder ; health has always been , is neither nervous nor 
hysterical ; no hereditary contamination. AJ] organs apparently healthy. 


1 Amer, Journ. Med. Sci., Jan. 1878. 2 Trans. Path. Soc. Phila., 1876-77, vol. vii. p. 37. 
* Trans. Acad. Med. Ireland, Dublin, 1885. vol. iii. pp. 308-310. 
This case has already been referred to in The Medical News, August 7, 1886, but a synopsis will 
now be given. 


832 EDWARDS, MEMBRANOUS ENTERITIS. 


Three years ago, after a severe attack of dyspepsia, she passed an intes- 
tinal cast, which was quite fourteen inches in length. , 
Since the first appearance of the membrane the passage has been 
uent, the total quantity would be quite two gallons. A pecu- 
liarity in the case, to which we will refer later, is that the patient 
complains of no colic, tenesmus, or tumefaction, and suffers no pain 
during or preceding its passage. Bowels constipated. The paroxysmal 
passage of the casts, marked at first, has given away to their almost con- 
stant presence. Blood never occurs in the discharges. The patient's 
general health is excellent, her periodical functions are performed with 
regularity and ease, she feels quite well, and were it not for the mental 
a at her condition occasions, would consider herself in perfect 
ealth. 

Case II.—E. P., aged seventy-one years, admitted to Dr. Osler’s 
wards in the Philadelphia Hospital, to whose courtesy I am indebted for 
the privilege of publishing the case. The man was under observation 
4 — six weeks, but was unconscious, and no history could be 
elicited. 


Autopsy twenty-four hours after death—A very complete and exhaustive 
examination was made, but, for our pu , we will consider the intes- 
tinal condition alone. The man died of chronic nephritis and purulent 
basic meningitis. 

Intestines.—Small : show distinct Peyer’s glands without ulceration. 

: the ascending portion of the colon presents membranous casts 
and flakes, closely adherent, yellowish-white in color; small pieces of 
semi-translucent membrane and some solid roundish cords, which run 
into a clear colorless jelly, which is almost structureless, is handled only 
with the — difficulty, and when placed in water becomes hardly 
visible. The appearance is well illustrated by the accompanying illus- 
tration, which represents a segment of the colon with the membrane 
in situ. 
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The point of special interest for us in this case is, of course, the con- 
dition of the gut, which, excepting the presence of the membrane, was 
absolutely normal. No evidence of past or present colitis was to be 
noted, the small gut and stomach were in a similar healthy condition, 
and contained no membrane. Judging from the post-mortem evidence 
the man’s digestion and assimilation were as good, if not better, than in 
most persons at his advanced period of life. 

We were unable in any way to connect the existence of the membrane 
with the patient’s condition just preceding death, and can but conclude 
that it was simply without clinical manifestation, except the passage of 
membrane in the stools. 

The passage of the casts is usually paroxysmal, accompanied by 
abdominal pain, tenesmus, and nervous disturbances, and is preceded or 
followed by digestive trovbles. Abdominal tenderness almost always 
exists, and is generally relieved by the passage of the membranes; hlood 
may be present in the discharges ;' at this time the bladder will usually 
present some symptoms, more particularly should the disease occur in a 
female, when manifestations of uterine disorder will be almost inva- 
riably present. Patients who are the subjects of membranous enteritis, 
while they do not lose the normal contour of the body, still present some 
evidences of malnutrition, they are apt to have eruptions of furuncles 
and carbuncles, sore mouth or herpes of the genitals, and an irritable 
nervous system. 

Emaciation is rarely a marked symptom, it is indeed worth noting 
that this almost entire lack of emaciation persists throughout the cases, 
notwithstanding the amount of matter passed. 

The number of paroxysms and the duration of the attacks are very 
variable, and may be preceded by certain premonitory symptoms, as 
Da Costa has observed a patient who was able, with absolute certainty, 
to foretell an attack by a sense of chilliness, blueness of the nails, and 
tingling or pain at the finger-tips. Patients may suffer but one attack 
in a year, one a month, or, on. the other hand, the paroxysms may be 
continuous, as in our first case; the duration of these attacks is also very 
irregular, they have been reported as short as twenty-four hours, and as 
long as two weeks ; the difficulty in precisely limiting the attack will be 
appreciated when we remember that in the more chronic cases there is 
an almost constant sequence of symptoms; we must also bear in mind 
that the patients are usually dyspeptic, and suffer more or less from con- 
stipation and abdominal distress, which sometimes amounts to severe pain 
referred to the umbilical region,” indeed this train of symptoms usually 
precedes for some time the expulsion of the membranes. 


Hutchinson: Trans. Lond. Path. Soc., vol. ix. p. 188, with Plate. 
New York Medical Record, 1882, ii. pp. 33-36. 
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Hess’ has recorded an interesting case in which the patient appeared 
to know when the pieces became loose, as she could feel them moving 
their entire course through the intestinal canal. 

Membranes are not found in each stool during a paroxysm, as a rule, 
but a single accumulation is generally passed accompanied by pain and 
tenesmus—indeed, some cases only discharge the membrane about once a 
week ; on the other hand, patients may have ten or a dozen membranous 
stools in twenty-four hours. 

Pain, tenderness, and tenesmus are complained of in varying degrees 
by different patients; the most usual manifestation is abdominal pain, 
which may be simply a sense of uneasiness or severe agonizing pain’ 
which is generally relieved by the passage of the membrane; tenderness 
may exist over the entire abdumen or be localized and only developed 
by firm pressure. 

Hemorrhoids, prolapse of the rectum, diarrhea, jaundice, extreme 
thirst, coated, anzemic, and fissured tongue, aphthous ulcer of the mouth, 
and tonsillar phagedena have all been noted in the symptomatology of 
the disease. 

The nervous system presents many and varied manifestations. To 
some of these neuroses we have already called attention, particularly the 
hysterical derangements, which are the most frequent of all the func- 
tional disturbances ; this applies both to males and females affected by 
membranous enteritis. The following symptoms have been noted: 
neuralgia, hyperzsthesia, anesthesia, irregular muscular tremors, paresis, 
hysterical tetanus, coma, and convulsions. Transient defects in vision, 
tinnitus aurium, and disordered sense of taste are all among the re- 
corded symptoms. 

Whitehead notes chorea and paralysis in children, and Copeland has 
observed a cataleptic condition follow an hysterical outbreak. 

Cerebral symptoms have occasionally appeared, for instance amnesic 
aphasia has been recorded; mental depression, faulty memory, hypo- 
chondriasis, and melancholia may be exhibited for a time, to be followed 
possibly by increased mental activity. 

The association of this disease with uterine disorders has already been 
noted, as has also the fact that a simultaneous discharge may take place 
from the bladder and the bowel; cystitis, strangury, and frequent 
micturition may cause bitter complaint. The urine does not present 
any alteration that can be associated with the disease under considera- 
tion. The temperature is rarely above normal, except possibly during 
the height of a paroxysm which is accompanied by much pain; it may, 
however, be affected by an intercurrent disease, as phthisis. 


1 Med. and Surg. Reporter, 1880, p. 42. 2 Hutchinson : Ibid. 
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Macroscopic and microscopic characters of the membrane.—The gross 
appearances of these casts are well shown by the accompanying illustra- 
tion. They are for the most part made up of opaque, white solid masses, 
rounded or flattened, and small flocculent pieces of semi-translucent 
membrane; the membranes are delicate and are handled only with the 
greatest difficulty, out of water. 

Microscopically the membranes in our cases corresponded somewhat 
closely to those of Goodhart.' Under a two inch objective their surface 
was seen to be composed of opaque and translucent parts, the former 
apparent as rounded ridges marking off the latter into regularly 
arranged hexagonal or polygonal crypts. Under a higher power these 
crypts are still visible, although much less defined. These appearances 
are best seen in the small flakes of membrane, less distinctly in the 
larger masses, and not at all in the finer networks* that are sometimes 
passed. 

These masses appear to be due to the formation of mucous and 
epithelial matter either upon the surface of or in contact with some 
follicular mucous membrane. This view is further evidenced by the 
nomenclature of the Pathological Society of Philadelphia, which, for 
example, considers the membranes to be the product of an “ interstitial 
desquamative catarrh.” On comparison of these membranes which are 
moulded by the gut with the healthy mucous membrane, certain differ- 
ences are at once apparent; the mouths of the pseudo-follicles on the 
surface of the cast are much larger than those in the normal intestine, 
they approach closer to each other and may run one into the other; the 
cells present in the membrane have no definite arrangement, and are not 
placed upon a basement membrane, which is entirely absent in the mucous 
formations. The cells have undergone a fatty and disintegrating process. 

Drs. Wilks and Andrew Clark, reporting upon the microscopic exami- 
nation of Hutchinson’s case to the London Pathological Society, make 
some interesting observations. Upon laying open the cast and examin- 
ing its inner surface under forty diameters a gelatinous membrane-formed 
matrix was observed, traversed by a coarse network of opaque yellow 
lines, and studded at their points of intersection by similarly colored 
roundish masses; from the large network proceeded a smaller network 
and in its meshes were found at close and regular intervals, well-defined 
oval or round openings, with elevated margins, resembling in appear- 
ance the mouths of the follicles in the large bowel. Under 350 diameters 
the matrix was transparent, structureless, elastic, and everywhere free 
from fibrillation. Embedded in it were granules, free nuclei, cells, 
crystals, and particles of undigested food. The opaque yellow lines 


1 James F, Goodhart: Trans. Path. Soc. Lond., 1872, xxii. p. 98, plates iii. 
2 Case of Griffiths. 


836 EDWARDS, MEMBRANOUS ENTERITIS. 


were seen to be composed of foreign matters, as bile-pigment, earthy 
and fatty granules, portions of husks of seeds, gritty tissue of pear, a 
peculiar form of elastic tissue, stellate vegetable hairs, and a mucedinous 
fungus. 

The cells in the matrix were either spherical or cylindrical, in some 
portions lying without obvious order, in other parts they were arranged 
in layers. Generally the membranes have consisted of a single layer of 
matrix with cells, but in some places several layers of matrix could be 
noted. 

Sir Andrew Clark, in a supplementary note, takes exception to the 
above report. After citing several propositions to prove his hypothesis, he 
concludes that he is justified in stating that the casts or membranes are 
not fibrinous, that they are not the product of inflammation in the sense 
defined (chronic inflammatory action of the mucous membrane and sub- 
sequent exudation), and that the abnormal cell products have arisen in 
some other way—i. ¢., metamorphosis—than by free development of an 
exuded blastema. He also makes this further observation, which is of 
extreme interest in the present study—the product of diseased action in 
mucous membranes occurs in three varieties: first, a clear, jelly-like, 
and imperfectly membranous substance ; second, yellowish, semi-opaque, 
flaky, and usually membranous; third, yellowish-white, dense, opaque, 
distinctly membranous, tough, and rather adherent to the subjacent 
surface. 

Action with reagents.—H. B. Hare states that pharyngeal mucus, for 
example, will exhibit chemical reactions similar to those of the mem- 
branous discharges, and states further that the discharges consist essen- 
tially of mucin, with possibly a trace of albumen and no fibrin, thus 
expressing our own views on the subject, and agreeing, for the most part, 
with all other observers. 

Strong acids and alkaline solutions of moderate strength will dissolve 
the casts. Their albuminous nature is shown by acting on these solutions 
with the usual tests for albumen—heat and nitric or acetic acid. Some 
observers (Clark) have noted the absence of albumen in the membranes. 
According to Goodhart, after the solution has been precipitated it cannot 
be reprecipitated by acetic acid, ferrocyanide of potassium, alcohol, ether, 
or perchloride of mercury. The casts stain readily but irregularly with 
carmine. 

Pathology.—As we have before stated, it is not within the province of 
this communication to consider the membranes which are the product of 
croupous or diphtheritic inflammation, but rather, as Field defines it, a 
“non-febrile disease of the intestines, characterized by irregularly recur- 
ring paroxysms of abdominal pain, which is relieved by the discharge of 
membranous shreds or tubes composed chiefly of mucin.” * 

Da Costa is of the opinion that the affection is not originally an 


EDWARDS, MEMBRANOUS ENTERITIS. 837 


inflammation, but considers the inflammatory element as the result 
rather than the cause. This observer would attribute the true etiology 
to the nerves presiding over nutrition, considering the disease as a mani- 
festation of disordered nervous supply, which may be either general or 
local. Clark held that the membranes were not the product of inflam- 
matory action because they contained no fibrin, a view not tenable at 
the present day, because we know that fibrin is not an essential com- 
ponent of an exudate. Our own views are in accord with the general 
consensus of opinion that if inflammation is present at all it is in a very 
mild form. Siredey, Wales, and Whitehead all practically agree that 
the pathogenesis of the affection is to be looked for in the nervous 
system ; indeed, as Da Costa most aptly remarks, “ The association often 
with similar discharges from other outlets, points to a deeper, more 
general cause than enteritis, or morbid condition of the intestinal mucous 
follicles.” 

The colon seems to be generally the selective site of the disease ; this, 
however, is not always the case, as the small intestine may be invaded, 
either in conjunction with the colonic deposit or entirely independent of it- 
Young adult females, or those in the middle period of life, seem to offer, 
as far as age and sex are concerned, the’ most favorable subjects. 

Upon referring to the literature of the subject one is at once struck 
with the extreme paucity of post-mortem records of the disease, and, if 
we exclude all cases of croupous or diphtheritic deposit, the number 
becomes small indeed. 

Simpson says that Abercrombie saw a case in which the mucous mem- 
brane of the colon was covered by an immense number of clear white 
spots, which were small vesicles, that, when punctured, discharged a small 
quantity of clear fluid; the patient during life had passed a large quan- 
tity of membranous casts or tubes. The small intestine was healthy. 
The girl died of phthisis. 

Wright’s case presented the mucous membrane of the colon and lower 
portion of the small intestine studded with a thickly set papular erup- 
tion.- Barrier (ibid.) noted alteration in the follicular apparatus of the 
intestine, and Laboulbéne' states that the membranous discharge first 
makes its appearance in the summits of the intestinal folds, and there 
spreads, being slightly adherent to the mucous membrane. 

In view of the meagre post-mortem literature of the subject how 
interesting do the records of our cases become. Here the membranous 
deposit was confined to the colon entirely, and was extremely adherent 
to the gut, giving place to a colorless, structureless jelly, which was 
handled only with the greatest difficulty. 


1 Recherches sur les affections pseudo-membraneuses, Paris, 1851, p. 165, quoted by Field. 
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Diagnosis.—The diagnosis of this condition presents but few, if any, 
difficulties. If mistakes arise they are, in all probability, due more to 
the carelessness of the observer than to any obscurity in the manifesta- 
tions of the usual clinical] phenomena of the disease. In the writer’s 
experience the membranes have been considered to be ascaris lumbri- 
coides, the resemblance, in some cases, was close indeed, but readily dis- 
tinguished by the most casual examination ; again, the white, shining, 
detached pieces have been mistaken for segments of the tenia medio- 
canellata, tenia solium, and the bothriocephalus latus; but, as above 
stated, the failure correctly to recognize the nature of the case is not on 
account of its atypical manifestation. It has also been mistaken for 
fatty discharges, and the lionteric discharges of dysentery. Anal fissure 
may cause a hypersecretion of mucus. 

In cholera a fibrinous or gelatinous matter has been noticed in the 
small intestine; in occasional cases this has taken the form of a croupous 
deposit. In puerperal fever, scarlatina, pyemia, and in tubercular 
disease a membrane occasionally forms and is cast off. That patients 
may inadvertently be misled, and thus mislead their medical adviser in 
relating the history of their complaint, is proven by the experience of 
Queckett, quoted by Richard Quain, who records the case of a woman, 
who, at intervals of two or three weeks, had severe abdominal pain, occur- 
ring in paroxysms, always relieved by the passage of a mass, sometimes 
as large or larger than an orange, made up of membranous matters and 
tubes. The mass represented the undigested portion of mutton chops 
upon which the patient had been living. 

Queckett further states that he has observed nine cases of a similar 
character. Schubler' gives a plate illustrating peculiar branching tubes 
passed per rectum, which were also probably the arteries and ligaments 
derived from the meat diet of the patient; similar cases are reported by 
Elsaesser and Uhl. In other cases the membranes appear to be made up 
entirely of yellow elastic tissue, which, according to Corrigan,’ resembles 
closely the ligamentum nuche of sheep. 

In conclusion, portions of the gut itself;* or of its necrosed mucous 
membrane, may be voided by stool, but the history of the case, the con- 
stitutional condition of the patient, together with the concomitants and 
the appearance of the matter passed, should quickly elucidate the nature 
of the disease. 

Prognosis.—The prognosis, in relation to cure, is essentially bad; most 
cases run a prolonged and tedious course, in many extending over the 
largest part of their adult life; as, for example, the patient of Gross, in 
whom the disease lasted nineteen years, and Da Costa’s case of twenty 

Jabrblcher 4. deutschen Med. v. Chir., Bd. iii. Heft i.,8. 66. Nurnberg, 1813. 


Dublin Hospital Gazette, 1854-55, vol.i.p 38. 
Ziemssen’s Cyclop., Boehm, vol. xvii. p. 332. 
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years’ duration ; on the other hand, the disease, of itself uncomplicated, 
rarely proves fatal, the recorded causes of death are totally independent 
of the membranous affection. 

Treatment.—We may consider the treatment under two headings: the 
prophylactic and the active, or that which is appropriate during an 
interval or remission, and that which we will resort to during an exacer- 
bation. 

It is during the remissions or intermissions that we can hope to do 
more for our patient’s permanent good than during an actual attack ; 
it is at this time that diet, regimen, and hygiene are indeed the sheet 
anchors. A careful supervision must be had of the patient’s daily life, 
all sources of irritation are to be removed, as hemorrhoids or uterine 
disease. Easily digested or even pre-digested food should be supplied, 
and care should be taken that undigested particles of food are not irri- 
tating the intestinal canal. As constipation usually exists, sometimes 
to a most stubborn degree, mild saline laxatives are usually most effica- 
cious, or enemata may be resorted to. . 

Exercise for those who can stand it is of paramount importance, this, 
if possible, should be out of doors. Dr. Fowler most aptly says, he who 
stints himself in the drinking of water is dirty inside, and he also tells 
us that we must drink between seventy and seventy-five ounces of water 
per day in order to make up for the amount which is excreted by the 
lungs, skin, and kidneys, amounting to ninety ounces a day; with the 
solid food we get but about fifteen ounces. Very few persons at home 
drink as much as that, but should they go to any of the numerous springs, 
in which our country is so peculiarly rich, drink five pints of water per 
day, lead a regular outdoor existence, breathe pure air, as many of our 
springs are situated in most beautiful mountain regions, where the life 
spent out of doors is most beneficial, the patient will be improved in 
health, independently of any mineral agent whatever in the water, 
Unfortunately, however, all of our cases will be unable to avail them- 
selves of a course of treatment at the springs, but as there is no doubt 
that most of the natural mineral waters preserve their value for a long 
time, we can put patients through a thorough course at their own homes 
with the additional advantage of having the case under our own super- 
vision. 

During the acuteness of an attack opium will often be found neces- 
sary to afford relief, and possibly to check excessive secretion or hemor- 
rhage. Belladonna in the form of the extract, Dover’s powder, subnitrate 
and subcarbonate of bismuth, together with local counter-irritation, all 
tend to abort the paroxysm, or, at least, to shorten its duration. The 
following remedies have been suggested: arsenic, copaiba, bromide of 
potassium, nitromuriatic acid, henbane, vegetable infusions, prolonged 
counter-irritation, electricity, turpentine, iron, cod-liver oil, oxide or 
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nitrate of silver by mouth or by high injections, chloride of ammonium, 
sulphate of zinc, bichloride of mercury, chlorate of potassium, oxide of 
zinc, blisters, warm water enemata, nux vomica, ergot. 
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A CLINICAL STUDY OF CARCINOMA OF THE BREAST, 
AND ITS TREATMENT. 


By Samvue. W. Gross, M.D., LL.D., 


PROFESSOR OF THE PRINCIPLES OF SURGERY AND CLINICAL SURGERY IN THE JEFFERSON 
MEDICAL COLLEGE OF PHILADELPHIA. 


(Concluded from page 236 ) 


In the March number of this Journal the consideration of the patho- 
logical physiology of carcinoma of the breast was brought to a close by 
an examination into the frequency of metastatic deposits. In the present 
paper the prognosis and treatment will be subjected to critical inquiry. 

Prognosis.—The facts deduced from the morbid changes which ensue 
in carcinoma of the breast, and which refer to its local extension and 
general dissemination, clearly demonstrate that the prognosis of the 
affection is eminently unfavorable. This statement becomes the more 
apparent from the study of the cases which pursue a natural course and 
of those subjected to the knife. In this study are included the duration 
of life in each class and the influence of the operation on the prego 
of the disease. 

Of 1527 cases, 137 ran a natural course, and 1390 underwent opera- 
tion. 


Of the 137, 117 were dead, and of these in which the date was noted, 


26.50 per cent. aed & between 5 and 12 months, 

347 “ 

12.82 24 

11.11 36 48 
6.83 48 
3.41 60 
6.83 died after six years. 


The average duration of life was 28.6 months. 
Of the 536 cases which perished after operation with recurrence of 
the disease, and in 73 of which metastases were discovered, and were 


suspected in 56, 


10.50 per cent. 6 and 12 months. 
12 24 
24 36 
36 48 
48. 60 
60 72 
died after six years. 


The average duration of life in these 536 patients was 38.5 months ; 
so that a comparison of the two tables shows that the course of the 
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disease is retarded by the removal of the growth; and a comparison of 
the two averages indicates that operation adds ten months to the life of 
the patient. 

Not only is life prolonged by operation, but the removal of the disease 
results in permanent recovery in 11.83 per cent. of all cases. As we 
have already seen, death from metastases occurs at 29.4 months, and the 
average date of death of those who succumb without or with operation 
is 33.5 months. Weshall, moreover, see presently that local recurrence 
of the disease after three years is met with in only 2.30 per cent. of all 
cases. Hence a radical cure may be assumed if the patient has sur- 
vived the disease over three years without local or general recurrence 
after the last operation, or if she has died of some intercurrent malady 
under the same conditions. 

Of 1234 cases submitted to the knife, in which the histories could be 
followed, 134 were still living, and 12 had died. Of these 146, recurrent 
growths were removed in 16; and there was freedom from disease after 
the last operation in 


45 for between 3 years and 1 month and 3 years and 11 months. 
22 

18 


for 


The average time of cure was five years and nine months, and the 
disease had existed before operation, on an average, for 13.3 months. 
The cases were not selected in order that the best possible results might 
be obtained, since I find that of 134 in which the nature of the operation 
is noted, the mamma was removed and the axilla was cleared out in 83, 
and the breast alone was amputated in 51, although in three of these 
enlarged glands were left intact in the axilla, and yet the cure was 
assured at the end, respectively, of five years and nine months, six years 
and one month, and ten years and ten months. It, however, appears, 
that the percentage of cures is greater by 5.10 when the axilla is free 
than when the glands are infected, and that local reproduction does not 
militate against a final cure, if the tumors be freely extirpated as soon 


9 “ 
7 “ 

4 “ 9 “ 
4 10 “cc 

| 

15 “ “ 
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as they appear. Of the 16 examples of repullulation there was one 
recurrence in 12, two recurrences in 3, and three recurrences in 1. In 
these four cases the subjects were free from disease for three years and 
six months, three years and seven months, five years, and twelve years 
after the last operation. The practical deductions which can be gathered 
from such data are so clear that they do not require comment. 

As a further proof of the influence exerted upon the duration of life 
by radical operations, attention may be called to the fact that nearly 30 
per cent. were free from the disease after a lapse of six years; while of 
the 117 patients in whom no operation was practised only 6.83 per cent. 
survived after that period. 

Sir James Paget,’ in speaking of the duration of life after operation, 
says: “I am not aware of a single clear instance of recovery—of such 
recovery—that is, as that the patient should live for more than ten years 
free from the disease.” Applying this severe test, an examination of the 
table will show that 1 in 9} fulfils this condition. 

In addition to the 146 permanent cures after operation, 134 cases 
were alive without recurrence from the last operation for a period which 
varied from 3 weeks to 3 years, or 18.5 months on an average, and 49 
were dead without local reproduction, their mean life having been 20 
months. Of these 183, 6 remained well for three years, so that they 
should really be regarded as cures. 

If the patient survives an operation, local recurrence of the disease 
may be looked for. Of 1390 operations, 198 died from its immediate 
effects, thereby leaving 1192 cases for the consideration of the question 
of local reproduction. Of these cases, 156 are devoid of further history, 
having been lost sight of immediately after recovery ; so that of 1036 
patients 

329 were well, but 35 had had recurrences. 
121 were alive with recurrence. 
407 died with recurrence, but with no evidence of metastases. 
and with presumed metastases. 
73 “ “ “ “ “ actual metastases. 
35 “ “ metastases, but without recurrence. 
15 “ “ presumed metastases, but without recurrence. 


It will thus be perceived that the tumor reproduced itself locally in 
692, or 66.80 per cent., after 1036 operations, a fact which accords with 
the infiltrating nature of the disease, as demonstrated by observations 
during life and during operative procedures. 

In 478 cases in which the date was noted, the periods of recurrence 
were as follows: 


1 Lectures on Surgical Pathology, 3d ed., p. 649, 
VoL. 95, No. 4.—aPRit, 1888, 23 
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end 
“ beginning 87 
“ 45 

61 

30 

17 

9 

After 3 years ll 


The table shows that 44.14 per cent. of the recurrences took place in 
3 months, while after 12 months there were 74, or 15.5 per cent., and 
after 3 years there were only 11, or 2.32 per cent. The average period for 
all cases is 9.4 months. The cases of local reproduction within the first 
half year were doubtless examples of continuous growth, rather than of 
recurrence, and merely indicate that the original disease was not thor- 
oughly removed. They, moreover, lead to the belief that, if recurrence 
does not ensue in that time, the chances for the patient are relatively 
good, and that the prognosis is all the more favorable as the period of 
freedom from signs of local contamination prolongs itself. The excep- 
tional cases prove the rule that the patient is safe from reproduction 
after three years from the date of operation. 


In 496 cases, in which the point is noted, the recurrent local disease 
was seated 


Per cent. 

In the cicatrix, remains of mamma, or vicinity, alone in 294, or 59.27 
“ “ “ and glands “ 117, 23.59 
«glands alone * 


Its locality, as influenced by the operation practised in 409 cases, was 
as follows: 


1. Partial or total extirpation of the mamma without the glands, 96 cases. 
Recurrence in or near the cicatrix, 46 cases, or 47.91 per cent. 
“ the glands alone, 
” “ cicatrix and glands, 81 “ 3229 “ 
2. Amputation of the breast with extirpation of the glands, 318 cases. 
Recurrence in or near the cicatrix, 235 cases, or 75.08 per cent. 
“ the glands alone, 


In connection with this table there are two interesting practical facts. 
In the first place, where the breast and glands are removed, the disease 
reproduces itself, on an average, in 6.4 months, while when the breast 
alone is extirpated, recurrence follows in 7.7 months. Secondly, in the 


1 month “ 68 “ 

“ 
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former operation the axillary glands are the seat of recurrence in 25 
per cent. of all cases, while they are affected in 52 per cent. of the in- 
complete operations. Hence, the disease is more grave when the axilla 
is affected, but by clearing out that cavity in all operations, we may 
naturally expect to diminish, if not prevent, further local dissemination, 
and remove foci of general infection. 

A review of the facts contained in the preceding pages in regard to 
the prognosis of carcinoma, or the duration of life, as influenced by 
permitting the disease to pursue its course without surgical intervention, 
or by endeavoring to stay it by a resort to the knife, leads us to adopt 
the following conclusions : 

That when left to itself carcinoma inevitably kills, by its baneful 
consequences as a local disease, or by its remote multiplication. 

That about one in seven, or 14.24 per cent., of the patients die of the 
operation itself; but that the risk is not so great as to forbid interfer- 
ence, since it adds ten months to the life of the patient. 

That operations of all kinds definitely cure 11.83 per cent. of all 
patients, or nearly as many as they destroy. 

That the patient is safe from reproduction if three years have elapsed 
since the operation ; and, 

That, finally, recurrence may be delayed for several months, or be 
prevented altogether, by clearing out the axilla at the same time that 
the entire breast is removed. 

Diagnosis.—The diagnosis of scirrhus of the breast in its early stages, 
or before there is implication of the surrounding tissues and the lym- 
phatic glands, is based upon the age of the patient, the average being 
forty-eight years, the dimpling of the skin, the retraction of the nipple, 
the immobility of the solitary tumor in the mamma, or if it be seated at 
the periphery, its intimate attachment, its nodular outline, its small size, 
its slow growth, and its stony hardness; and the diagnosis is strength- 
ened if there were antecedent discharge from the nipple and malignant 
papillary dermatitis. When the disease has made some progress, or 
after the fifteenth month of its existence, the adhesion and invasion of 
the skin, the enlargement and induration of the associated lymphatic 
glands, the occurrence of ulceration and fixation to the chest, and the 
impaired nutrition of the patient, constitute a group of signs which can 
scarcely be mistaken. 

Although scirrhous carcinoma is, as a rule, readily diagnosticated, it 
may be confounded with chronic abscess, gumma, and involution cysts. 
Thus, a 2-para, at the age of thirty-four years, was struck on the breast 
by her husband. Shortly afterward she observed a hard lump in the 
upper and outer quadrant, which soon became the seat of sharp, lanci- 
nating pains. At the end of three months the swelling was as large as 
an orange, slightly attached to the skin, and apparently to the lower 
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border of the pectoralis major muscle, the nipple was somewhat retracted, 
and two enlarged glands were felt in the axilla. After extirpation, by 
one of my acquaintances, incision into the presumed carcinoma disclosed 
an abscess with thick walls. In a case recorded by Esmarch' a tumor 
as large as a fist, of four weeks’ standing, neither tender nor fluctuating, 
but attended with infiltration of the surrounding tissues, retraction of 
the nipple, and enlargement of the axillary glands, was diagnosticated 
carcinoma. The tumor would have been extirpated had not the menses 
appeared, and it burst and discharged pus two days afterward. 

In November, 1883, a married woman, aged twenty-eight years, pre- 
sented herself at my clinic on account of a hard tumor, of four months’ 
duration, seated beneath the areola and to the outer side of the nipple. 
The skin was seamed, infiltrated, and adherent, the nipple was drawn 
toward the growth, and the axillary glands were swollen. Careful 
inquiry elicited a history of syphilis, an abortion at three months, and 
one at three years after marriage. Under mixed treatment the tumor 
promptly disappeared. 

Involution cysts have not infrequently been mistaken for scirrhus» 
and I, myself, on one occasion removed a cystic breast under the suppo- 
sition that it was an example of hard carcinoma. In any case of doubtful 
diagnosis the tumor should, therefore, be cut into before the breast is 
sacrificed. 

A soft, lobulated, voluminous, solitary, and rapidly increasing tumor, 
occurring at about the forty-ninth year, and attended with infection of 
the glands and skin, retraction of the nipple, fixation to the chest, and 
possibly extension to the opposite breast, but without discharge from the 
nipple, or without marked tendency to prominence of the veins or ulcera- 
tion, is a medullary or encephaloid carcinoma. 

A hard, very slowly growing, small, solitary tumor, occurring toward 
the forty-seventh year, with adhesion to the skin, and it may be nodules 
in that structure, prominence of the veins, retraction of the nipple, and 
enlargement of the glands, and, possibiy, with invasion of the opposite 
breast, fixation to the chest, ulceration, and discharge from the nipple, 
is a colloid carcinoma. 

A densely hard, irregular and knotty, contracting and small, solitary 
tumor, occurring at about the forty-ninth year, and attended with retrac- 
tion of the nipple, infection of the glands and skin, and, possibly, distinct 
tubers in the skin, ulceration, and immobility on the chest, is an atro- 
phying scirrhus. 

Treatment.—F rom the great frequency of mammary carcinoma, and its 
inevitably fatal termination if it be permitted to pursue a natural course, 
there is no subject within the entire domain of surgery of more importance 


1 Langenbeck’s Archiv, Bd. xxi. p. 627. 
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than that of its treatment. In discussing this question, we fancy that it 
will not be denied that the management should be based solely upon prin- 
ciples deduced from a careful study of pathological facts, and the results 
of surgical intervention, and not upon the old theory of the constitutional 
nature of the disease. Carcinoma is now held to be primarily a local 
growth by all leading pathologists, with the probable solitary but con- 
spicuous exception of Sir James Paget, and the day has passed for the 
physician to declare that a tumor was not a cancer because it did not 
recur after removal. These truths cannot be too forcibly or too fre- 
quently impressed upon the laity and the family attendant; and the 
sooner women learn that the disease can be cured by early and adequate 
operation, the better will it be for their sex, and the greater will be the 
credit accruing to our art. 

In our study of the clinical course pursued by the affection, it has 
been pointed out that, with its advance, its malignant attributes manifest 
themselves, first, by local or regional dissemination ; secondly, by infee- 
tion of the associated lymphatic glands; and, thirdly, by the develop- 
ment of secondary growths or deposits in the various tissues and organs. 
Hence, our aim should be to prevent these disastrous occurrences by a 
resort to the knife, which is the only measure upon which reliance can 
be placed. 

That surgical intervention does prevent, to a certain extent, the inva- 
sion of the paramammary fat and connective tissue, skin, and subjacent 
muscles of the chest, is shown by the following facts. Observation during 
life and during operations, indicates that the contiguous structures are 
infected in 82.95 per cent. of all instances; while of 1036 operations 
there was local reproduction in 692, or 66.80 per cent. Hence, extir- 
pation precludes continuous invasion of the surrounding tissues in 16.15 
per cent. of all cases. 

The influence of operations upon the prevention of gland infection is 
most decided. Thus, of 1638 cases, the glands were palpable in 1115, 
or 68.07 per cent., when the patient first came under observation, while 
of 496 operations in which this point is noted, the recurrent disease was 
seated in the glands in 194, or 39.11 per cent., or in 28.96 per cent. less 
than when the affection was not interfered with. It is, moreover, note- 
worthy that glandular recurrence was more frequent by 27 per cent. 
when the breast alone was removed than when it was extirpated along 
with the contents of the axilla. 

Not less striking is the influence of operations upon the obviation of 
secondary visceral growths. Thus, of 256 patients dead of carcinoma, in 
whom the disease pursued a natural course, metastatic tumors were dis- 
covered in 158, or 61.71 per cent. Of 838 dead after operation, on the 
other hand, secondary deposits were found in 286, or 34.12 per cent., so 
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that operations prevent implication of the internal organs in 27.59 cases 
out of every hundred. 

Having thus seen that the removal of the breast frustrates to a great 
extent regional, glandular, and general infection, it is not surprising that 
operations should, as has been already pointed. out, not only prolong life 
by ten months, but, in addition, bring about a cure in nearly 12 per 
cent. of all cases, in six-tenths of which the glands were implicated, and 
in one-ninth of which the recovery was permanent after extirpation of 
recurrent growths. When, in addition to these complications, it is con- 
sidered that in these cases the disease had already existed, on an average, 
for 13.3 months, and that seven-tenths of the operations must be regarded 
as having been inadequate to remove all the affected tissues, the success 
is remarkable, and justifies the inference that early and thorough opera- 
tion will greatly increase the ratio of cures. In point of fact, the results 
of free excision of the breast, along with extirpation of the axillary con- 
tents, in every case indicates that the cures may be nearly doubled. 
Thus, of 115 cases in which the result was ascertained, from the practice 
of Mitchell Banks and myself, 24, or 20.86 per cent., were permanently 
successful. If these be deducted from the remainder, the latter yield 
only 10.99 per cent. of cures, thereby showing the great advantage of 
attaeking the axilla in all cases. 

The rule to remove the axillary contents in every case should be abso- 
lute. In not a few instances infected glands cannot be detected prior to 
operation, but none the less must the rule be observed. The vast 
importance of attending to this step of the procedure is shown by the 
following facts. In 16 of my own cases the glands could not be felt 
from without, but in 14 of these they were present when the axillary 
space was explored. Hence, my experience indicates that the glands 
may be expected to be implicated in 87.5 per cent. of all cases in which 
they are not palpable through the coverings of the axilla. In Kuester’s' 
practice the proportion of glandular involvement under similar cir- 
cumstances was somewhat larger, as his last 65 cases demonstrate infection 
in 57, or 92 per cent. 

The results that I have indicated have not been obtained without a 
considerable mortality, since of the 1390 operations 198, or 14.24 per 
cent., were fatal from the immediate effects of the procedure. The 
reason for this high rate of death is to be found in the defective manner 
in which the axillary wound was managed in a large proportion of cases 
in preantiseptic days, through which hemorrhage, erysipelas, septiczemia, 
and pyzmia were common occurrences. Banks, one of the latest writers 
on the subject, lost 10 out of 82 cases in which the breast and axillary 
glands were extirpated from septic surroundings. My own 43 operations, 


1 Deutsche Zeitschrift fiir Chirurgie, Bd. xxxvi. p. 143. 
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which were done up to May, 1887, and which were more extensive than 
those of Banks, afford two deaths—one from fat embolism and one 
from pneumonia—and of the ten additional cases in the hands of my 
colleagues in the Jefferson Medical College Hospital all recovered. 
Hence, my mode of operating, which will be described presently, has 
yielded a mortality of only 3.7 per cent. Billroth’s operations for the 
removal of the breast and glands in preantiseptic days were attended 
with a death-rate of 21.3 per cent., while the mortality under antiseptic 
precautions was only 10.5 per cent.,’ and there is every reason for 
believing that the future mortality of radical procedures will not ex- 
ceed seven or eight per cent., provided the operation is strictly aseptic. 
Kuester’s’ last 96 cases, indeed, were attended with only five deaths, 
or a fatality of only 5.2 per cent. Even if the mortality should remain 
at 14.24 per cent. operations should be considered perfectly justifiable, 
since, in destroying that number, it is to be remembered that they cure 
twelve women out of every hundred. This statement applies to all sorts 
of operations; but the proportion of cures to deaths becomes the more 
striking if we consider those cases only in which thorough operations 
were practised. Thus, of 257 examples of extirpation of the breast 
and axillary contents from the practice of Banks, Kuester, and myself, 
12.06 per cent. perished, and 19.38 per cent. were cured. 

In no operation for malignant growths is the requirement to go far 
beyond the apparent limits of the disease so urgently demanded. This | 
is shown not only by the pathological facts as to a regional dissemination 
and the common recurrences after operation, but also by the anatomy of 
the healthy gland. The normal limits of the breast are very uncertain. 
Small, scarcely perceptible lobules frequently lie at some distance from 
the main body of the gland, particularly in the axilla and just below 
the clavicle. In one case I found an affected portion near the shoulder, 
and it would not have been discovered in the ordinary methods of 
operating. It is for these reasons, as well as on account of the want of 
success that attended my earlier partial and incomplete operations, and 
the fact that the experience of centuries has demonstrated that recurrence 
takes place in the tissues that are left behind in the old operation, that 
for nine years I have amputated the entire breast with its coverings, 
and invariably cleared out the axilla. In the old operation, shown in 
Fig. 3, the nipple and a portion of the skin are included in two oval 
incisions, the flaps are raised, the mamma is then rapidly dissected or 
torn from the pectoral fascia, the vessels are secured, a drainage tube is 
inserted, and the edges of the wound are united with sutures. The surgeon 
congratulates himself upon having done a neat bit of work, and the 
patient is pleased with the rapidity of her recovery. But beneath the 
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flaps so neatly apposed are hidden the germs of recurrence in the fat 
and pectoral fascia that remain behind, and in the lobules, which I have 
more than once seen operators overlook. In these cases, axillary glands 
were also removed, if they were felt prior to operation, but the surgeon 
was unmindful of the fact that many glands might be buried in the 
axillary fat, where they could have been detected if the incision had 
been prolonged, and the finger had even carelessly searched for them. 
Such is the ordinary procedure of ridding a woman of so formidable a 
disease ; such is the operation which has cast an opprobrium on surgery 
from which it will take many years to recover; such is the operation 


Fia. 3. 


The ordinary method of removing « carcinomatous breast. 


which we have to thank for the large percentage of recurrences, for the 
fatal progress of the disease, for the great injustice done our patients, 
and for the harmful impression made upon the laity, and not a few of 
the profession, as to the inutility of interference. 

In exceptional cases, as when the patient’s life is threatened by 
repeated bleeding, by exhausting and offensive discharges, and by great 
suffering, the partial operation is eminently proper to afford temporary 
relief. If the aim, however, be to effect permanent riddance, the knife 
must be employed with no sparing hand ; all tissues, namely, the skin, 
paramammary fat, the entire gland, pectoral fascia, and axillary contents, 
which long and accumulated experience has demonstrated to afford the 
seats of recurrence, must be freely extirpated. 

With this object in view, even in the most favorable of all cases, or 
one in which the tumor is of moderate volume, no matter what its 
situation may be, and devoid of superficial and deep attachments, and 
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the glands cannot be felt before operation, the procedure to which I have 
resorted in 43 cases, and which is delineated in Fig. 4, may be thus 
outlined, strict aseptic precautions being observed throughout : 

The entire mammary region having been carefully palpated, while 
the patient is supine, in order to discover any outlying lobules should 
they exist, a line is drawn with an aniline pencil around the entire cir- 
cumference of the breast as a guide for the knife. If the tumor be 
peripheral, the incision must extend for at least one inch beyond its 
apparent limit. A stout large knife is then carried along the line down 
to the pectoral muscle, spirting vessels are temporarily controlled with 
the fingers of the assistant, or with clips, or forcipressure forceps, and 
the breast is removed along with the pectoral fascia, through which the 


muscle is exposed as if for class-room demonstration. The vessels having 
been permanently secured with catgut ligatures, the fat around the line 
of the incision is carefully explored for any outlying nodules of disease, 
a precaution, the observance of which will be made apparent when I 
state that in three of my cases they were found, thereby showing to 
what extent the disease may disseminate itself even in apparently simple 
cases. Any remaining nodules having been removed, the pectoral 
muscle is now carefully examined with the eye and fingers for nodules. 
If present they should be freely removed, and the wound seared with 
Paquelin’s cautery. The large exposed surface having been protected 
with an asepticized towel, the arm is carried outward and upward to 
rather more than a right angle with the trunk, and an incision is pro- 
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longed into the axilla about three-quarters of an inch below the lower 
border of the great pectoral muscle, through which the deep fascia is 
opened to the same extent as the cutaneous wound. If there happen to 
be a number of smal] glands or two or three large ones, and they are 
not united to the surrounding tissues, their removal, along with the 
entire fatty contents of the axilla, can easily be effected with the fingers 
and scissors. When, however, as more frequently happens, the glands 
and other axillary contents are converted into an inseparable mass, they 
will have to be dissected out with the knife and scissors curved on the 
flat. In performing this step of the operation the lower portion of the 
mass and that which adheres to the side of the chest, and pectoralis 
minor, and surrounds the intercosto-humeral nerve and other superficial 
nerves should first be separated, and we should carefully work our way 
up to the apex of the space, including every vessel, arterial or venous, 
between the two ligatures before dividing it. Unless this precaution be 
observed large venous trunks are liable to be cut or lacerated close to 
their points of entrance into the axillary vein, an accident which will be 
followed by troublesome hemorrhage. The most difficult part of the 
operation is the separation of the glands from the axillary vein as it 
lies under the pectoral muscle. In many cases this can be effected with 
the finger-nails, the arm having been brought toward the trunk; but 
when they are firmly incorporated with the vein, provided the adhesion 
exists to a limited extent, the corresponding portion of the vessel should 
be removed between two ligatures. Glands which are attached to the. 
vein immediately beneath the clavicle are best reached by carrying an 
incision in the interval between the sternal and clavicular origins of the 
pectoralis major muscle, as in the operation for ligation of the first 
portion of the axillary artery. Such a procedure will do away with the 
necessity for division of the pectoralis muscle, which is recommended by 
Verneuil.' When the glandular involvement is very extensive, to afford 


’ more room, Esmarch’ favors amputation at the shoulder-joint, but such 


an extreme measure is, in my opinion, useless, as it will be found that 
all diseased tissues cannot be removed. Finally, the mass is brought 
down and the dissection continued until it is separated from the posterior 
boundary of the axilla, great caution being exercised lest the subscapular 
artery, vein, and nerves be injured, thereby avoiding hemorrhage and 
impairment of the movements of the arm. Should the axillary vein be 
wounded, if the injury be slight, hemorrhage may be prevented by 
including the opening in the grasp of forcipressure forceps, which, as I 
know from experience, need not be retained longer than two days; should 
the injury, however, be extensive, a ligature should be cast around the 
vessel on each side of the opening. 


} Gazette des Hépitaux, 1879, p. 955. 2 Deutsche med. Wochenschrift, No. 17, 1883, p. 258. 
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The parts are now thoroughly irrigated with the 1 to 1000 solution of 
corrosive sublimate, and the edges of the wounds are brought as thor- 
oughly as possible into apposition. Ifthe breast flaps be raised from the 
subjacent parts for an inch and a half or two inches, one will be aston- 
ished to find how nearly the wound may be closed in corpulent women 
with large breasts, in whom before approximation the exposed surface was 
as large as a dessert plate, and how accurately the wound can be united 
in thin women with small breasts. In the former class of patients, I first 
insert two or three of Macewen’s button sutures at the bases of the flaps, 
and then approximate the free edges with the continued suture. In this 
way the edges of the largest wounds may be brought so nearly together, 
that a space not exceeding two fingers’ breadths in width will have to 
unite by the process of granulation. A hole having been punched 
through the most dependent portion of the posterior axillary flap, into 
which a glass drainage tube is inserted, the edges of the axillary 
wound are coaptated by the continued suture, the material for the 
suture being heavy sublimate silk. These points are shown in Fig. 5, 
but the edges of the breast wound are represented too far apart. When 


Fia, 5. 


Mode of approximating the edges when the wound cannot be entirely closed. 


it is possible to bring together the edges of the wound, a drainage tube 
is employed; otherwise it is not required. Before applying the outer 
dressings, a description of which is unnecessary, both wounds are again 
thoroughly washed out with the corrosive solution. The drainage tube 
is removed at the end of twenty-four hours, and the stitches are taken 
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away on the eighth day. If the wound has been a partially open one 
moist antiseptic gauze is continued until it has fully cicatrized, which 
requires from four to six weeks. 

When, as usually happens, it is possible to bring the edgés of the 
wound in apposition, it is closed with the continuous chromicized catgut 
suture, and painted over with iodoform collodion. At the expiration of 
eight or nine days, when the crust will have become detached, the union 
will be found to be perfect. 

. Such is the radical operation which I have practised for some years, 
so radical, indeed, that I fear that, for the present, it will not gain many 
adherents. Thus, in a discussion on immediate reunion in amputation 
of the breast, at the Société de Chirurgie,’ 1885, Lucas-Championniére, 
Polaillon, Marc Sée, Tillaux, and Trélat declared against free removal 
of the skin, and Polaillon even went so far as to assert that it did not 
influence recurrence. Verneuil and Després, on the other hand, were in 
favor of removing the skin largely, and leaving a partially open wound, 
through which, the drainage being excellent, erysipelas and other wound 
complications were prevented. In the remarks on Banks’s paper at 
the Harveian Society,’ in the spring of 1887, in which that surgeon re- 
ported 82 cases of extirpation of the breast along with the axillary con- 
tents, Bryant and Butlin questioned whether the complete operation 
afforded better results than the incomplete, and Butlin,’ Pick, and Cripps 
held that clearing out the axilla in every case was neither necessary nor 
judicious, although Pick asserted that the skin should be freely removed. 
Owen was the only member who gave cordial support to the procedure 
urged by Banks, the prevailing opinion being that the operation was 
attended with an excessive mortality, and did not lessen the risk of 
recurrence. 
' The preceding views enunciated by practical surgeons are entirely 
theoretical. Let us turn from surmise to an analysis of facts. I have 
already stated that the mortality of my operation, which is more 
extensive than that of Banks, and of which nearly one-third were not 
aseptic, is only 3.7 per cent., although in addition to the removal of the 
entire breast with its coverings and evacuating the contents of the axilla, 
large portions of the pectoral muscle were excised in 1 case out of every 
7. It has already been pointed out that of 313 amputations of the breast 
as ordinarily practised, combined with extirpation of the glands, the 


1 Gazette des Hépitaux, Nos. 4 and 7, 1885, 

2 British Medical Journal, March 12, 1887, p. 572. 

In his recent work on The Operative Surgery of Malignant Growths, Butlin enters fully into 
the question of clearing out the axillary contents, and asserts that the axilla should on no account be 
interfered with unless the glands are obviously enlarged. Had so good a pathologist as Butlin been in 
possession of the facts derived from my practice and that of Kuester, he would scarcely have given 
utterance to so pernicious a doctrine, a doctrine which we fear will so influence English surgeons as 
to counteract in great measure the recent advances that have been made in the treatment of carci- 
noma of the breast. 
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recurrent growth was seated in or near the cicatrice in 235, in the glands 
in 38, and in both situations in 40; in other words, recurrence was met 
with in the remains of the breast tissues in 275, or 87.86 per cent. In- 
cluded in these figures are my own cases. If these be deducted, ampu- 
tation of the breast as usually done, with clearing out the axilla, demon- 
strates that in 94.47 per cent. the disease recurred in or near the cicatrice, 
while my cases show only 30.55 per cent. of recurrences in that locality, 
the percentage in favor of immunity from local reproduction being in 
favor of my procedure by 63.92 per cent. In addition to these advantages, 
I have obtained 21.05 per cent. of cures.’ These are facts, not mere ex- 
pressions of opinion; and until some other operation is brought forward 
that will show a still further diminished mortality, a smaller proportion 
of recurrences, and a greater number of permanent recoveries, I con- 
tend that the procedure that I practise is the most successful and most 
rational that has as yet been devised. 

Although my mode of operating has afforded better results than that 
practised by any other surgeon, a study of the cases of Banks, whom 
I have seen operate, and who does not remove as much of the skin 
as I do, shows that he met with 32.83 per cent. of recurrences, and 
obtained 20.85 per cent. of cures, so that his results are nearly as 
good as my own. On this account I felt as if I had, possibly, sac- 
rificed too much of the integument; and I have in four recent cases 
so far modified my operation, the skin in none being apparently 
affected, as to save a sufficient amount of that structure to admit of 
bringing the wound nicely together without tension. These four cases 
can be followed, and whenever I feel assured that I will be able to 
trace my patients, I intend giving this procedure a fair trial. When, 
however, the subject lives at a great distance, or is too poor to return 
in the event of recurrence of the disease, I will adhere to the more 
sweeping procedure. 

When the contents of the axilla form a large, hard, nodular tumor, 
and the disease has existed for some time, before amputating the mamma, 
I make it a rule to attack the axilla first, since in many of these cases 
it will be impossible to remove the entire disease even if the surgeon 
were to excise the vessels and the axillary plexus of nerves to which 
the mass adheres. If all diseased tissues cannot be extirpated, nothing 


1 Of my 43 operations, 2 were fatal ; 5 patients were lost sight of after recovery ; the disease recurred 
in 16; and 20 subjects remain well or perished from other affections without recurrence. Of this last 
class 8 were cured ; so that of 38 cases in which the history could be traced, 8, or 21.05 per cent., were 
examples of permanent recovery. Of these, 1 lived for 7 years and 10 months. while the remainder are 
still doing well, 1 for 8 years and 7 months, 1 for 8 years and 6 months, 2 for 6 years and 3 months, 1 
for 3 years and 9 months, 1 for 3 years and 5 months, and 1 for 3 years and 1 month after operation. The 
next best results have been attained by Banks, Estlander, and Kuester, who cured, respectively, 20.85, 
20, and 17.85 per cent, of their cases. Other surgeons who have recorded a higher rate of cures do not 
include the fatal cases in their calculations, but base their rate on the number of patients who have 
recovered from the operation. Such an estimate is manifestly incorrect. 
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further is done. In such cases removal of the breast prior to attempts 
to extirpate the axillary mass involves an unnecessary operation. 
Should the supraclavicular glands be invaded, I always cut down upon 
them first and remove them, if they be superficial. Should they be deep 
and surround the large vessels and nerves, attempts at their removal 
would be not only dangerous, but useless. 

In atrophying scirrhus' of several years’ duration; in any variety of 
carcinema in which the attachments involve the entire mammary region ; 
when nodules are extensively disseminated over the surface of the chest ; 
in the cuirass form of carcinoma; when immobility of the arm, edema, 
and pain indicate that the vessels and nerves of the axilla are intimately 
connected with the mass; and when there are indications of visceral 
implication, the disease has advanced so far that radical operations are 
unjustifiable. Implication of both breasts is not a contraindication. 

In cases unfit for operation, life must be rendered endurable by the 
relief of pain, the arrest of hemorrhage, and the correction of fetor. 
If the suffering be great, it may be allayed by the hypodermatic injec- 
tion of morphia and atropia, repeated as often as it may be required. 
When the pain is increased by the rapid growth of the neoplasm, during 
which the breast is hot, tense, and tender, nothing mitigates it so rapidly 
as the local application of a strong solution of acetate of lead, or of 
bags of ice. When the active symptoms have subsided these measures 
may give way to the application of an ointment composed of a drachm 
each of extract of belladonna and extract of stramonium to the ounce 
of lanolin. C&dema of the arm should be met by massage, elevation, 
and a flannel roller. Hemorrhage may be controlled by styptic cotton, 
although excision of the breast may be required if it recurs and 
threatens life. As a deodorizer, I have found that a one per cent. solu- 
tion of chloral hydrate, or a three per cent. solution of citric acid, both 
of which remedies also possess the merit of assuaging pain, answer a 
better purpose than the germicidal antiseptics. Should the tumor be 
sloughing, it should be freely sprinkled with iodoform, and dressed with 
sublimate gauze. 

With regard to general measures, it need only be stated that the diet 
should be nutritious and assimilable, and that the strength should be 
supported by alcohol and appropriate tonics. 

1112 Street, PHILADELPHIA. 
1In my Treatise on Tumors of the Mammary Gland, I expressed the opinion that operations 
should not be practised for atrophying scirrhus; but a renewed investigation based upon nearly three 


times as many cases as those upon which I framed that view, demonstrates that, when taken in hand 
early, atrophying scirrhus is as curable as ordinary scirrhus. 
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A CASE OF ALARMING HEMORRHAGE FOLLOWING EXCISION 
OF THE TONSILS. 


By 8. E. M.D., 


OF BROOKLYN, N. ¥. 


THE infrequency of such cases as the following would seem to justify 
its publication : 


Norman D., American, twenty-five years of age, law student and 
an athlete, came under my care for geben catarrh and hy 
trophy of the tonsils, in May, 1887. Having no faith in topical or 
general treatment for such a condition of the tonsils, excision was 
advised and done at my office. Mathieu’s tonsillotome was the instru- 
ment used; as it cuts from behind forward there is no danger of wound- 
ing the pillars of the soft palate, and the screw by which the fork of the 
instrument is adjusted enables one to cut more or less of the tonsil as is 
desired. The right tonsil was very hard and the cutting was accom- 
panied by a grating noise which was noticed by the patient, as well as 
myself at the time. The usual amount of hemorrhage followed, but 
was soon checked by sipping a solution of the tanno-gallic acid gargle 
of the London Throat Hospital Pharmacopeeia (M. Mackenzie). 

Mr. D. left my office at 4 P. M. in good spirits, expressing himself as 
feeling relieved that the slight operation was over. He ate his dinner 
at 6 P.M. and said to the family that he did so without pain. Soon after 
he dressed himself and attended a wedding, in church, where, at about 
9.30, he complained of a sudden faintness, was assisted to the open air, 
when he immediately vomited a large quantity of blood—variously 
estimated by his friends, at from half a pint to a quart. He was taken 
to his home and put to bed where he again vomited over a pint of dark 
blood. A ntighibaling physician was called, and his father came for me. 

I saw him at 11 p.m., he was then pale, somewhat nauseated, but as 
there were no signs of prostration. With the help of Dr. Little, who 

ad been with him for an hour, I syringed his throat with hot water, 
wiped away the clots, and examined carefully for any bleeding vessel. 
None was found, but a very free oozing of blood was going on from the 
whole cut surface of the right tonsil. Srecue was made with a wad of 
styptic cotton over the cut surface, and continued as long as he could 
bear it, but this was for a few minutes only, as the presence of the forceps 
provoked a violent retching followed by vomiting of blood. Trial was 
then made of the tanno-gallic acid gargle above mentioned, hot water, 
cold water, ice, solution of salicylic acid in hot water, Monsel’s salt 
applied dry to the cut surface and pressed down — the patient lying 
on his right side. Thus we went through a long list of styptic an 
astringent remedies, each appearing to check the flow for a time, but as 
soon as we suspended our eHorts for a few minutes he would complain of 
nausea, and soon after vomit a bloody fluid, showing that blood was 
still trickling down his throat and being swallowed. Hypodermatic in- 
jections of ergotin were given and later on brandy. 

About three in the morning Dr. Spier was called, and upon his 
arrival another careful examination of the throat was made, but again 
we failed to find any special point of bleeding—as before, it was seen to 
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be a general oozing from the whole cut surface. Dr. Spier made trial 
of pressure with an improvised clamp, but was able to keep it up for a 
short time only. He then advised a continuance of the astringents and 
gave his opinion that it would be checked by them. We continued our 
efforts in this direction until 10 a.m., when the condition of the patient, 
cold perspiration, pulse at the wrist very feeble, complaining of thirst 
and a sinking feeling, for which frequent hypodermatics of brandy were 
given, made it plain that some more vigorous steps must be taken at 
once. 

Dr. Little, who had been with me through the night, very kindly 
went for Dr. = with the request that he come to our assistance pre- 

to tie the carotid artery. This he promptly did, the ligature 

ing placed upon the common carotid artery above the omohyoid 

muscle. I wish to state here that this operation was done at my request, 

and that the entire responsibility for the choice of the common carotid 
artery rests upon me. This in view of possible criticism. 

The tightening of the ligature we expected would arrest the hemor- 
rhage, but in this we were disappointed for it continued, as nearly as 
we could judge, exactly as before. It was now thought best to call 
another surgeon to our assistance and a telegram was sent to Dr. Sands 
= him to come prepared to transfuse the patient if it should seem 


The artery was tied at about 11 a. m. and the bleeding continued until 
about 2 p.m. The last remedy made use of before the bleeding ceased 
was a douche of very hot water which was used by my friend, Dr. 
McNaughton. I do not attribute the checking of the hemorrhage to 
the hot water however, as it had been used a number of times before 
during the night. The patient was now pulseless at the wrist and hypo- 
dermatics of. brandy were frequently given. 

Dr. Sands, who arrived at this time, at once proceeded to transfuse, 
about twelve ounces of a saline solution being slowly injected into the 
radial vein. The pulse returned at the wrist while it was being done. 

From this time on there was no further hemorrhage and the only bad 
symptom was a pretty severe chill about two hours after the t sion, 

‘ollowing which the temperature rose to 102°, it, however, sank to 99° 
by the next morning and never rose above that point again. The patient 
was — nourishing food and no medicine; in a couple of days he 
developed a good . ee The ligature came away from the carotid 
on the twenty-first day. The transfusion wound healed without suppura- 
tion. The operation was most skilfully done with thorough antiseptic 
precautions. As soon as the ligatures came away the patient was allowed 
to sit up and in a week he rode out. When last seen by me, a month 
later, he still showed very plainly the effects of the hemorrhage. 


The following are some of the points which seem to be of interest in 
connection with this case. 

1. As to the frequency of such cases. Different writers make varying 
statements on this point. Sajous says profuse hemorrhage occurs perhaps 
once in five hundred times, while an alarming flow does not occur once 
in a thousand times. According to Cohen, there are several records of 
more than a thousand operations at the hands of the same surgeon 
without the occurrence of any serious hemorrhage. M. Mackenzie 
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makes the following statement of his own experience: “As regards 
hemorrhage following excision of the tonsils, I have only once met with 
a case in which the bleeding appeared actually to endanger life.” In 
the past fifteen years I have done this operation about two hundred 
times and have never met with a case of unusual hemorrhage before the 
present one. Taking an average of the statements of the authors I 
have been able to consult, I should say that such a case as this one 
occurs about once in a thousand operations. There are quite a number 
of cases recorded in which the hemorrhage has proved fatal. 

2. Causes and source of the bleeding. The tonsil is situated between 
the pillars of the soft palate “in a sort of niche,” resting on a layer of 
loose connective tissue, by which it is separated from the superior con- 
strictor muscle. The whole gland can be enucleated by the fingers, or a 
blunt instrument, as was an ancient practice. As the internal carotid 
artery is external to the superior constrictor muscle it is plainly impossible 
to wound this vessel in excising the tonsil with any of the tonsillotomes 
now in use. In the reported cases of injury to this vessel while excising 
the tonsil a bistoury has generally been the instrument used. Velpeau 
reported four cases in which the internal carotid artery was laid open 
while a portion of the tonsil was being cut away with a bistoury. The 
vessels which supply the tonsil are the ascending palatine and tonsillar 
arteries (deep cervical branches of the facial) the dorsalis lingue from 
the lingual, the ascending pharyngeal from the external carotid, and the 
descending palatine from the internal maxillary. Not only do these 
vessels anastomose freely with each other, but also with those of the 
opposite side. Ordinarily when a portion of the tonsil is excised the 
hemorrhage is free, but soon ceases spontaneously by the retraction of 
the cut vessels into the soft tissue of the tonsil. But if the tonsil has 
undergone fibrous degeneration, or is in a condition to which the term 
scirrhus has sometimes been applied, the cut vessels are held open and 
prevented from retracting and thus putting a stop to the flow. Sajous 
says that in the cases of profuse hemorrhage which occurred in his 
practice the tonsils were exceedingly hard to penetrate, which led him 
to think the cut vessels were kept open by surrounding fibrous elements 
adhering to them. Schede has. remarked, “That very firm fibrous 
degenerated tonsils specially tend to after-hemorrhage in that the vessels 
within the stiff tissues remain gaping.” By referring to the history of 
this case as given above, it will be seen that both the patient and myself 
noticed the hardness of the right tonsil, it cut like a scirrhus tumor. 

Dangerous and not infrequently fatal hemorrhage follows this opera- 
tion if the subject is a “ bleeder.” Whether Mr. D. was or was not a 
hemophilic, was discussed at the time. We were told that he hada 
cousin on his mother’s side who was a bleeder and that he himself bled 


till he fainted after the extraction of a tooth about a year before the 
VoL, 95, NO. 4,—APRIL, 1888, 2 
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operation on his tonsils. There was, however, no history of his ever 
having bled unusually from any of the accidents of childhood, nor any 
suffering from swelling of the joints ; nothing, in short, but the bleeding 
which followed the extraction of a tooth in his twenty-fourth year. 
There was no hemorrhage from the left tonsil nor from either of the 
wounds inflicted by the surgeons. “In true hemophilia the tendency to 
bleed usually shows itself in the first year of life and-in the great 
majority of cases before the fifth year.” ‘“ Recorded cases of the disease 
appearing first later than the second dentition are not trustworthy” 
(Legg-Quain’s Dict. Med., art. “ Hemophilia”). Other authorities might 
be quoted to the same effect, but I think it is plain that Mr. D. is not a 
“ bleeder,” and that the cause of this hemorrhage was the fibrous condi- 
tion of his right tonsil, and the source of the hemorrhage was the above 
mentioned vessels which normally supply the tonsils. 

3. How to stop the hemorrhage? Sir M. Mackenzie in his work on 
Diseases of the Throat and Nose, vol. i. page 86, says that, “ The use of 
the tanno-gallic acid gargle of the Throat Hospital Pharmacopeeia will 
at once arrest the hemorrhage. Half a teaspoonful of the remedy should 
be slowly sipped at short intervals. During the act of deglutition the 
styptic is worked into the cut surface of the tonsil and the hemorrhage 
is effectually restrained in all cases.” If this statement were true in 
all cases it would be a sufficient answer to the above question, but, 
unfortunately, it does not always succeed in the hands of other surgeons. 
It was used in the case of Mr. D. and did not appear to be any more 
effectual than several other styptics which were tried, and all failed to 
arrest the bleeding. A careful search should be made for any vessels 
that might be spurting, and if one be found it should be twisted or tied, 
It would seem that pressure should control this hemorrhage, but we were 
unable in this case to stop it in this way. Whether made with the 
fingers or an instrument, such an amount of retching and vomiting was 
provoked as to oblige us to desist. The suggestion of Cohen to make 
pressure with a long pair of forceps one blade applied to the tonsil and 
the other upon the outside to make counter-pressure seems to me a good 
one. If the tips of the forceps were made broad enough to cover the 
whole tonsil and the handles closed with a catch like the ordinary Pean 
forcep, it could be firmly applied and left hanging from the patient’s 
mouth without danger of being displaced by the retching. 

There are a number of cases like this one recorded in the journals 
in which the flow of blood stopped when the patient fainted and did 
not return afterward. Dr. De Blois had a case at the Boston City 
Hospital of most alarming hemorrhage after tonsillotomy, which con- 
tinued in spite of all efforts to control it for three and a half hours 
when the patient fainted, after which it gave no further trouble (Boston 
Med. and Surg. Journ., March, 1887, page 309). Schede, of Hamburg 
(vide Kénig’s Surg.), reports two cases which he observed, where, after 
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various attempts to check the bleeding, it stopped permanently upon the 
occurrence of fainting. This, in my opinion, is the way the hemorrhage 
was checked in the case of Mr. D. He had become very restless and 
insisted upon sitting up, and it was while in this position, on the side of 
the bed, supported by his father, that Dr. McNaughton made use of the 
hot water; he became very faint and would have fallen to the floor had 
he not been held up, and when laid back upon the bed the bleeding had 
ceased and did not return. 

The common carotid artery was tied in this case because it is the step 
advised by authorities under such circumstances. No one of the medical 
gentlemen who saw this case had had any experience with similar cases. 
In Schmidt’s Jahrbiicher, vol. 186, is related a case of severe hemor- 
rhage after cutting off the left tonsil. Various hemostatics were tried 
unsuccessfully and in three hours the common carotid was tied (vide 
Boston Med. and Surg. Journ., March, 1887, page 303). Mr. McCarthy 
tied the common carotid artery at the London Hospital for hemorrhage 
following excision of the tonsil and the patient recovered (Mackenzie). 
The common carotid artery has been successfully tied by Pepper for 
hemorrhage from sloughing tonsils in scarlatina (Druitt’s Surgery). 

Most of the writers on diseases of the throat mention the ligation of 
this vessel to check hemorrhage from the tonsil. The common carotid 
artery is tied in preference to the external carotid, “ Because the uncer- 
tainty of origin of the vessels which supply the tonsil is against tying 
the external carotid ” (Druitt’s Surgery, edit. 1887, page 551). 

“The operation of tying the external carotid artery is rarely per- 
formed, ligation of the common carotid being preferred on account of 
the number of vessels given off from the external carotid” (Gray’s 
Anatomy). 

While holding myself justified by the above mentioned authorities 
for the course pursued, yet the result of tying the common carotid artery 
in this case convinces me that it was an error. It had no appreciable 
effect upon the flow of blood, and in view of the origin of the ve 
which supply the tonsils and of their free anastomosis, not only with 
each other but also with their fellows of the opposite side, it could hardly 
have been expected to have. 

In mary of the reported successful cases of tying this artery it is 
stated that the source of the hemorrhage was the internal carotid, and 
probably this is true of all of them. Believing it to be impossible to 
wound this vessel in excising the tonsil with a tonsi!lotome, I should, in 
any future case of excessive hemorrhage following this operation, depend 
upon pressure, hemostatics, and placing the patient in an upright position 
to encourage fainting; and if the patient were not a bleeder should 
expect to arrest the hemorrhage by these means. 

77 Hanson Piace, Brooxtyn, N. Y. 
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HEREDITARY ANGIO-NEUROTIC (EDEMA.! 
By M.D., 


PROFESSOR OF CLINICAL MEDICINE IN THE UNIVERSITY OF PENNSYLVANIA, PHYSICIAN TO THE UNIVERSITY 
HOSPITAL, TO THE PHILADELPHIA HOSPITAL, AND TO THE INFIRMARY FOR NERVOUS DISEASES, 


Unper the terms acute local, acute circumscribed or angio-neurotic 
cedema, a disease has been described, characterized by the sudden onset 
in various regions of cedematous swellings, more or less limited in 
extent, and of transient duration. Although not referred to at any 
length in text-books or cyclopedias, the affection is evidently not 
very uncommon, as Dinkelaker,’ a pupil of Quincke, has collected a 
number of cases from the literature. Quincke has himself referred to 
the subject in Monatshefte fiir practische Dermatologie, 1882. Jamieson,’ 
of Edinburgh, has written on the subject and Graham* has given a 
good account of the disease. Riehl’, Falcone,’ Striibing,’ Matas,* have 
recently reported cases. 

In three instances the disease appeared in succeeding generations, 
and it is this hereditary aspect which gives special interest to the fol- 
lowing report : 

Briefly summarized, the affection in the family which I have studied 
has the following characteristics : 

1. The occurrence of local swellings in various parts of the body, 
face, hands, arms, legs, genitals, buttocks, and throat. In one instance, 
possibly in two, death resulted from a sudden edema glottidis. 

2. Associated with the cdema, there is almost invariably gastro- 
intestinal disturbance: colic, nausea, vomiting, and sometimes diarrhea. 

3. A strongly marked hereditary disposition, the disease having 
affected members of the family in five generations. 


A member of the family, Mrs., H., aged twenty-four years, was admitted 
to the Infirmary for Nervous Diseases, September 20, 1887, and the fol- 
lowing notes were taken by Dr. Burr, the house physician : 
. Medium sized, well-nourished brunette, admitted with neurasthenic 
ptoms. Has been married two years, no children. Has had -_ 
deal of back pain and menstruation is irregular and painful ; was healthy 
as a child, and as a young woman. As long as she can remember, 
she has been subject to attacks of transient swelling in various parts— 
hands or fingers, knee-caps, elbows, buttocks, arm or thigh in fleshy 
parts, face, or more often the lips alone. The fingers have been so 
swollen that it was impossible to move them, and once the ring-finger 
was so greatly enlarged that the ring had to be filed off to prevent gan- 


1 Read before the Philadelphia Neurological Society. 
2 Dinkelaker: Ueber acutes (Edem. Inaug. Dissertation. Kiel, 1882. 


8 Edinburgh Medical Journal, June, 1833. + Canadian Practitioner, 1885, 
5 Riehl: Abstract in London Med, Record, Dec. 1887. 
6 Falcone: Gazzetta degli Ospitali, Feb. 24, 1886, 7 Striibing, quoted by Matas. 


8 Matas: New Orleans Medical Journal, Oct. 1887. 
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grene. The underlip has been swollen to such a degree that the mouth 
could not be opened, and milk had to be poured in from above. A 
slight redness and itching of the part is first noticed, or a sensation of 
heat; the redness is not always present. The effusion may take place 
with great rapidity. She often has red spots on various parts of the 
skin, or irregular lines of redness without any swelling. The duration 
varies from one to four days. There is not much itching, particularly 
when the swelling is great, but a sense of distention and stiffness. When 
fully out it does not pit, but does so when going down. The attacks 
may come on when she is feeling quite well or there may be slight indis- 
position. In all the severer ones there is abdominal pain, described as 
colic, with nausea, and often vomiting. There is sometimes headache ; 
no fever. The attacks have no relation to the menstrual flow. She rarely 
passes two weeks without an attack. She does not think that food has 
any influence on her case. She remained in the — three weeks, 
during which time there was no severe attack, but she had numerous 
wheal-like eruptions on the chest and sides of the thighs, with very slight 
swelling, and the day before she left there was a large spot of local 
edema on the inner aspect of the left thigh. Dr. Morton dilated a 
very narrow cervix, and she went home much improved. She had not 
passed three weeks without a severe attack for a long time. I saw her 
again on January 16th. She had four or five bad attacks on the hands, 
feet, and thighs, since leaving the hospital. 


From Mr. T., my patient’s grandfather, a venerable old patriarch of 
ninety-two, with unimpaired vigor of mind and body, I was able to obtain 
a tolerably clear history of the affection as it has existed in his family. 


First GENERATION.—The disease first appeared in his mother, Mar- 
garet A., b. 1762, d. 1834. He thinks it began with her, and feels sure 
that had it been in her father’s or mother’s family she would have 
known of the fact and mentioned it. She was twice married and had 
two children by the first husband, and three by the second. She had 
the attacks from an early age in the hands, feet, face, and neck. He 
had frequently seen her in them, and on one occasion she nearly died 
in an attack of shortness of breath. She had colic with them. After 
the age of forty-five or fifty years she was not so much troubled, but 
her constitution was much weakened by the strong medicines which she 
had taken. She had evidently, from the account, been badly salivated. 
She sought advice everywhere, but in vain, and, according to my patient’s 
mother, was brought to Philadelphia, to the Pennsylvania Hospital, to 
see Dr. Rush or Dr. Physick. She died at the age of seventy-two. 

Seconp Generation.—Of the children, all boys, four grew up; 
Samuel, Stacy, John M., and Allan. 

Samuel was not affected, but his children have the attacks, and one of 
them, John, died of the disease in Salem, Mass. Particulars could not 
be obtained. 

Stacy was never attacked. 

John M. suffered from his youth, and had frequent attacks on the 
—_ and privates. He has four children living, of whom only one is 

Allan, aged ninety-two years, a hale, vigorous man, with perfect 
faculties, and still able to walk five or six miles aday. He was healthy 
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asa child. Remembers that the attacks while he was an appren- 
tice, at the age of eighteen or nineteen. They have recurred at inter- 
vals of a month or six weeks, A few years they became less 
- frequent. The last attack was two weeks ago. The swelling is usually 
the first symptom, and in his case the hands and privates are the parts 
commonly affected, less often the trunk, and never the face. Sometimes 
itching precedes the onset. The cedema comes on rapidly, and the 
fingers in an attack are so thick and stiff that it is impossible to move 
them, the condition lasting some hours, or an entire day. Colicky pains 
are felt in the abdomen and become so intense that vomiting fol ows, 
usua ‘y with relief. The ejecta are yellowish, and, as he expressed it, “the 
bile had to come up before the pain got better.” The swelling generally 
goes down before the sickness. Vomiting is not a constant feature of an 
attack. The entire duration is from one to three days. He never has 
headache, and very exceptionally diarrhea. Very hard work, exposure 
to cold, and indiscretion in diet were the only circumstances which he 
thinks determine the attac<s, but they as often come on without any 
apparent cause. 

e has been married twice and has had fourteen children, of whom 
only three, one son by the first marriage and two daughters by the 
second wife, are affected. 

Tarrp GENERATION.— George began to “swell,” as they term it, 
about the age of twenty and had very many bad attacks. He died, 
aged sixty, of Bright’s disease. Of his nine children all with one ex- 
ception are affected. 

Sallie, married, no children, has very severe attacks in which Dr. 
Pa has repeatedly attended her and given hypodermatics of morphia 
for the colic. 

Emma began at the age of ten or twelve. Has attacks every few 
weeks. Face, hands, and sometimes the feet swell; less often on the 
body. re to be very careful in her diet, cannot eat apples and certain 
vegetables. 

ourTH GENERATION.—George, the son of Allan, had nine children, 
of whom eight have been attacked. I am indebted to his widow for the 
following facts about the affection in this family. 

1. Hamilton. Always suffered with attacks of cramps in the stomach 
and of late has very often swollen. 

2. Rebecca began to “swell” when she was four or five years old, and 
the attacks became much more frequent after she was married. She 
had three children, one at seventh month, dead; a second at seventh 
month and now living (is seventeen and has recently had her first 
attack); a third at pe month, living. In each instance the labor 
was prematurely brought on by the complaint. She died in an attack 
at 5 a.m., evidently a sudden cedema of the larynx. The late Dr. Van 
Dyke, of New Brunswick, was called, and before her regular physician, 
Dr. Williamson, arrived, she was dead. 

3. Almira, who has never had it. 

4. Mary has always had the cramps but “swelled” for the first time 
this winter. 

5. Julia, “who always has swollen ever since she was a small child.” 

6. Kate has it, but “swells” less frequently than the others. 

7. Edwin within the past few years has had bad spells of both cramps 
and swelling. 
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8. Maggie (case of Mrs. H. who came to Infirmary). 
9. George has always had bad spells of the cramps, and last summer 
“swelled” for the first time. 


The mother writes that none of her children has ever had chilblains, 
but all suffer with cold feet. 


Firtna Generation.—Lizzie, daughter of Hamilton, has had some 
very bad attacks. She was married in February, 1887, and has had six 
tehegal since. Once her face “swelled out of all shape.” 

A son of H., also has bad attacks. 

A daughter of Rebecca, now seventeen years of age, “swelled” for 
the first time this winter. 


GENEALOGICAL TABLE SHOWING ANGIO-NEUROTIC CEDEMA IN THE 
FAMILY OF T, 
I. II. IIT. IV. Vv. 
8 all 
affected; 1 
Samuel, (John)died 
of it. 


One girl 


Hamilton, { 


Stacy, 


Allan. 


10 children, - Maggie, 
8 affected, George. 
Emma 
single. 
Sallie, 
married ; 
| no children. 


The general characters of the edema may be gathered from the 
description given of the cases of Mrs. H. and her grandfather. A 
review of the literature shows that all of the cases in this respect are 
very similar. In some, the swelling is more constant in one locality, as 


1 Those in italics have suffered with the disease. 


2 children, 
17 
Rebecca, 
whom has 
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George, task. 
Margaret, Almira, 
1763, Mary, 
1884. Julia, 
Ratie, 
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eyelid or lip; but, as a rule, various parts are affected. The hands, face, 
and genitals, are most frequently attacked. Itching, heat, and redness, 
often precede the outbreak. In many cases the patient also had urti- 
caria. 

A special interest pertains to the occurrence of «edema about the 
throat and larynx, as sudden and extreme involvement of these parts 
may prove fatal. In Case I. of Quincke' and Dinkelaker,’ the patient, 
a man aged twenty-two, had repeated attacks of suffocation, often with 
cyanosis, in association with local edema about the joints, and colicky 
pains. The mucous membrane of the larynx was greatly swollen, and 
scarification had to be performed. There was no difficulty in swallowing. 

In a case of Goltz,’ male, aged thirty, there was cedema of the uvula 
and pharynx, in association with swelling of sides of arms and scrotum. 
Laudon*‘ had in his own case swelling of the pharynx. Cuntz® describes 
a case in which the patient awoke one night with great dyspnea and a 
sense of suffocation, which passed off in a few hours. 

In one of Riehl’s cases the patient had three attacks of angina, with 
difficulty of swallowing, and great breathlessness. In his second case 
also, the man is said to have had inflammation of the vocal cords, which 
had produced symptoms of suffocation. 


In several of the cases there was a remarkable regularity in the 
sequence of the attacks which recurred on the seventh, fourteenth, or 
twelfth day. In Matas’s case, this periodicity was very striking, the 
attack coming on every day at 11 or 12 a.m. 

The hereditary aspect of the disease, which is so well illustrated in 
the family which I have studied, has been noticed by three observers. 
In Quincke’s® first case the man had two children, one of whom, the son, 
aged one year, had had, from the age of three months, attacks of local 
cedema, often preceded by a red and marbled condition of the skin of 
the breast. 

One of Striibing’s’ cases, a man aged seventy, had a son who suffered 
with the attacks of edema. 

In Falcone’s case,’ a lad of seven years, with well-marked attacks, the 
_ father had not been affected, but the grandfather had been afflicted in 
the same way. 

The intestinal trouble, which forms so striking a feature of the attack, 
is of the nature of colic, and is really the most distressing symptom, 
usually requiring morphia for its relief. It is interesting to note that 


1 Loc. cit. 2 Loc. cit. 

3 Deutsche med. Wochenschrift, 1880, No. 17. 

¢ Laudon : Berliner klin. Wochenschrift, 1880, 5 Archiv der Heilkunde, Bd. xv. 
® Loc. cit. 7 Loc. cit, 8 Loc. cit. 
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there is a disease in children characterized by painful cedomatous swell- 
ings about the joints, a purpuric or urticarial eruption, and most intense 
colic. There may be hemorrhage from the bowels, but the skin affection 
and the colic are the prominent features. The attacks may be repeated 
at intervals for many months. Couty' has given the only full account 
of the disease. Henoch’ has also reported four cases. I have recently 
had an opportunity of seeing a typical case of the kind with Dr. Dunton, 
of Germantown. A boy aged six, has had, during the past ten weeks, 
three attacks, each one extending over many days, of purpura, with 
urticuria, swellings about the ankles, and intolerable colic. He has also 
passed blood in the stools, and the urine contains blood, albumen, and 
tube casts. 

So far as I can gather, none of the members of the T. family has 
had purpura, nor have there been painful swelling of the joints. Some 
of them have had urticaria, and Mrs. H., while in the Infirmary, had 
very characteristic wheals on the chest and thighs. 

The colic is, in all probability, due to cedema of local regions of the 
intestinal wall interfering with the regular and uniform progress of 
peristalsis. The colic of horses is, in most cases, the result of hemor- 
rhagic edema—infarction—of a limited portion of the intestine, due to 
embolism in association with the common verminous aneurisms of the 
mesenteric arteries. 

Quincke has termed this condition angio-neurotie edema, and regards 
it as a vasomotor neurosis, under the influence of which the permeability 
of the vessels is suddenly increased. That it has close relationship with 
urticaria, a skin disease of unquestioned neurotic origin, is shown by the 
frequency with which in the reported cases we find mention of the affec- 
tion preceding or accompanying the local edema. The condition re- 
sembles in some points urticaria tuberosa, and Juler.’ in a very able 
article, describes a case of u. porcellana which evidently belongs to the 
affection under discussion. In our present state of ignorance of the 
factors which regulate transudation, it seems useless to enter upon a 
theoretical discussion on the subject of nervous edema, and we may 
conclude with Cohnheim,‘ “that we have to do here with clinical facts 
and observations which urgently call for scientific solution, and that 
we possess at present but extremely scanty material for an adequate 
explanation regarding neurotic edema.” 


1 Gazette Hebdomadaire, 1876, 
2 Henoch : Berliner klin. Wochenschrift, 1874. 
8 Cincinnati Lancet and Observer, 1878. 


4 Allgemeine Pathologie, Bd. 1, p. 500. 
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CHRONIC PYELITIS, 


SUCCESSFULLY TREATED BY KOLPO-URETERO-CYSTOTOMY. IRRIGATION OF 
THE PELVIS OF THE KIDNEY, AND INTRAVAGINAL DRAINAGE.! 


By NaTHAan Bozeman, M.D., 
SURGEON TO THE WOMAN'S HOSPITAL OF THE STATE OF NEW YORK. 


(Concluded from page 265.) 


I sHALL now present an analysis of the case which I have here 
reported, and of my previous case of pyelitis treated by the same 
method. 

Etiology.—Chronic pyelitis is rarely idiopathic. The causes which 
lead to the disease are mainly narrowing of the ureter along its course . 
or at its orifice, the presence of calculi in the pelvis of the kidney, cys- 
titis, and obstruction of the outflow of the urine from the bladder. 

Which of these causes was operative in my second case is, unfortu- 
nately, largely a subject of conjecture. The patient gave a history of 
cystitis, and inflammation of the bladder was undoubtedly present at the 
time when she was under observation. Whether it existed prior to the 
occurrence of the pyelitis, I do not know. The first symptoms of in- 
flammation of the pelvis of the kidney appeared during pregnancy, and 
there was a similar history in other cases which I have seen. Whether 
the pressure of the pregnant uterus or the foetal head, by causing obstruc- 
tion of the ureter, gave rise to the pyelitis, my experience is too limited 
to decide definitely ; but recently I have treated a case in which dilata- 
tion and inflammation of the pelvis, and absorption of the kidney sub- 
stance resulted from the pressure of a fibrocystic tumor of the uterus 
upon both ureters. Unfortunately,my attention was not directed to the 
urinary organs during life. Death occurred on the fifteenth day after I 
operated for the removal of the tumor, and at the autopsy the lesions of 
surgical kidney were found on both sides. Retroversion of the uterus 
in some cases, in consequence of the pressure of the cervix uteri upon 
the bladder and the formation of a pouch in the vesical wall, occasions 
cystitis and may also cause obstruction of the lower extremity of one of 
the ureters. Retroversion and enlargement of the uterus, the result of 
engorgement of its bloodvessels, were present when I first saw the patient ; 
but parturition had occurred since the first appearance of the symptoms 
of pyelitis. 

The pressure of a peritoneal cicatrix is a cause of obstruction of the 
ureter in women. No evidence, however, of a previous pelvic inflam- 
mation was afforded by the history or by examination through the 


1 Read in substance before the New York State Medical Association, September 27, 1887. The pub- 
lication of the paper has been delayed until the completion of the treatment of the case. 
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vagina. Exploration of the ureter, moreover, showed that there was 
no narrowing of the duct along its course and, although cystitis was 
present, the thickening of the vesical mucous membrane was not sufficient 
seriously to obstruct its orifice. A history of the passage of calculi was 
given by the patient; but these should be regarded as a result of the 
abnormal condition of the pelvis of the kidney, and not as its cause. 
They were phosphatic in composition and corresponded in form and size 
with the calibre of the ureter. The conditions present, as was afterward 
discovered in the course of the treatment, were favorable for their 
formation. The pelvis was dilated, the urine which it contained was 
alkaline, and detritus of blood, pus, and phosphatic salts was frequently 
washed away. The shape of the calculi indicates that they were formed: 
in part at least, in the ureter. If, as is probable, they originated in the 
pelvis, the concretions were then of small size and not sufficiently large 
to have occasioned by mechanical irritation the extensive inflammation 
which was present. 

Taking all these facts into consideration, it is reasonable to infer that 
the inflammation of the pelvis of the kidney resulted from more than 
one cause; the morbid process was probably set up by the presence of 
the pregnant uterus, and the-subsequent uterine displacement and 
cystitis caused its continuance. 

The etiology of the pyelitis in my first case, when it occurred asa 
complication of a large urinary fistula, is more simple. The orifice of 
the ureter was contracted to a very small size by the pressure of the 
cicatricial tissue which formed the upper border of the fistulous opening 
into the bladder. The obstruction thus afforded to the outflow of the 
urine from the pelvis of the kidney no doubt gave rise to the disease. 

Symptoms. — The subjective symptoms of chronic pyelitis are not 
always distinctive, and are frequently obscured by those of the cystitis 
with which the disease is commonly associated. This is especially true 
when cystitis, and at a later period pyelitis, follow obstruction of the 
flow of urine from the bladder. Dilatation of the ureter and pelvis of 
the kidney on both sides, and serious renal lesions occur in these cases 
so gradually as to occasion but little disturbance of sensation. No 
change in the symptoms or in the condition of the patient, except, per- 
haps, a more rapid depreciation of the general health, may, therefore, 
be observed to indicate the extension of the inflammation from the 
bladder to the upper urinary passages. 

When, however, as more frequently happens in the female, the ob- 
struction occurs along the course of the ureter or at its orifice, the result- 
ing pyelitis is unilateral, the dilatation of the pelvis more rapid, and 
cystitis a less prominent feature; besides the cachexia cf chronic suppu- 
ration, nausea and vomiting may then occur and a characteristic pain is 
more frequently felt in the lumbar region. When, in addition, as hap- 
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pened in both of my cases, the presence of pus and ammoniacal urine in 
the pelvis of the kidney lead to the formation of phosphatic concretions, 
well-marked symptoms are produced. Attacks of renal colic occur from 
time to time and calculi are voided with the urine. During the tempo- 
rary impaction of a calculus in the ureter, fetid pus and ammoniacal 
urine are pent up in the pelvis of the kidney. Septiceemia follows. Re- 
peated rigors, high temperature, persistent nausea and vomiting, and 
great prostration resulted from this cause in my first case. In my 
second, these symptoms were not present while the patient was under 
observation, but she gave a clear history of a similar attack. 

Urinary changes.—Pus, bacteria, and amorphous and crystalline phos- 
phatic salts of lime were found in the urine in considerable quantity in 
both, and persistent hematuria was a marked feature of the second case. 
The difference in reaction of the mixed urine and that obtained directly 
from the pelvis of the kidney on the affected side, also observed in my 
second case, is interesting. The former was commonly acid, the latter 
alkaline. In the mixed urine, the acidity of the excretion of the kidney 
on the healthy side more than neutralized the alkalinity of the other. 
Characteristic cells from the pelvis of the kidney were not found; this 
was no doubt due to the solvent action of the ammoniacal urine. 

Course and termination —The natural course of a chronic inflamma- 
tion of the pelvis of the kidney is to increase in gravity and extent, and 
to lead to disease of the kidney. The tubular structure forming the 
Malpighian pyramids may be to a greater or less extent absorbed in con- 
sequence of the increased pressure of urine in the dilated pelvis, and the 
function of the cortical portion gradually impaired as the result of a 
chronic interstitial nephritis. Complete obstruction of the ureter may 
occur and give rise to pyonephrosis, or the inflammation extending to 
the renal parenchyma result in acute or chronic suppuration in the 
kidney. 

In my first case, when treatment was begun, renal calculi were being 
formed and discharged at frequent intervals; rigors were often repeated 
and the temperature was constantly high. The patient was evidently 
rapidly dying from septicemia resulting from the absorption of pus con- 
fined in the pelvis of the kidney. After the pus was removed by irriga- 
tion and the obstruction at the orifice of the ureter overcome by dilata- 
tion and incision, the inflammation of the pelvis subsided; but the 
injury, the result of pressure and the pyelitis, sustained by the kidney 
on the affected side was indicated by the diminished quantity of urine 
excreted and the small percentage of urea which it contained. 

In my second case the disease was running a more protracted course ; 
but the patient was suffering almost constant pain and was greatly en- 
feebled by the long-continued suppuration and hematuria. The pelvis 
of the kidney was already considerably dilated and the presence of alka- 
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line and putrescent urine in the calices of the kidney was liable at any 
time to occasion suppurative nephritis. 

The formation of phosphatic calculi in both cases as the result of 
pyelitis illustrates the causative relation of the disease to pyonephrosis. 
The passage of the calculi through the ureter was difficult and accom- 
panied by paroxysms of renal colic. At any time, this temporary obstruc- 
tion of the ureter might have become permanent and given rise to 
pyonephrosis. 

Diagnosis.—The presence of pus in the urine in considerable quantity, 
when its origin can be traced directly to the pelvis of the kidney, is 
alone sufficient to establish the diagnosis of pyelitis; but the exact deter- 
mination of its source is necessary, because it may proceed from the 
mucous membrane of the bladder. The formation of pus may be due 
to cystitis alone, or the inflammation of the bladder, as frequently 
happens, is associated with the pyelitis. When cystitis is excluded or 
its association with pyelitis is ascertained, accurate diagnosis requires 
that the extent and exact location of the latter disease should be deter- 
mined, because one pelvis may be inflamed and the other healthy, or 
both may be involved. It is also important to detect the presence of 
calculi in the pelvis, to ascertain the existence of stenosis or obstruction 
of the ureter at its orifice or along its course, and to measure the extent 
of the injury sustained by the renal parenchyma. 

In my first case the diagnosis was not difficult. The symptoms were 
well marked and characteristic. When my attention was directed by 
them to the investigation of the condition of the upper urinary passages, 
the orifice of the left ureter was discovered in a mass of inodular tissue 
situated around the corresponding angle of the fistula and fetid pus was 
seen exuding from it. Having demonstrated thirty years before and 
many times since, the facility with which the ureter can be explored 
when its orifice is exposed by a fistulous opening, I did not hesitate to 
pass a catheter into the pelvis of the kidney. When, in my second case, 
an opening had been made in the base of the bladder, all difficulty in 
the diagnosis and doubt concerning the nature of the lesions present 
also vanished. I was not only enabled to determine the presence of 
cystitis, but to estimate its extent by observing the amount of the 
thickening of the vesical wall. The origin of the pus and blood was 
demonstrated by visual inspection and specimens of urine from the 
diseased pelvis were collected by catheterization of the ureter. The 
capacity of the organ was measured by filling it with water and in this 
way the extent of the dilatation of the pelvis was determined. The 
urine from each kidney was collected simultaneously and in separate 
vessels. The quantity secreted by each in a given time thus became a 
measure of its functional activity and the extent of the injury sustained 
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by the kidney on the affected side was estimated. The use of the 
catheter in my first case demonstrated the narrowing of the orifice of 
the ureter and the existence of obstruction at different points along its 
course. In my second case the employment of my renal sound, an instru- 
ment better adapted to diagnostic purposes, showed that no foreign 
body was present in the pelvis of the kidney. In a word, all the require- 
ments of accurate diagnosis set forth at the outset were satisfied. 

Treatment.—The most important feature in the treatment of my 
two cases of pyelitis is the demonstration of the possibility of applying 
local measures to the treatment and cure of a grave disease of an organ 
situated in the interior of the body and communicating with the bladder 
only by a narrow and winding canal twelve inches long. I have shown 
that this is not only possible but easy. When the orifice of the ureter 
has been exposed by kolpo-uretero-cystotomy, which is not a dangerous 
operation, irrigation of the pelvis of the kidney is scarcely more difficult 
than washing out the bladder. It is almost painless. I have frequently 
irrigated the pelvis of the kidney in my private office and the patient 
walked home without inconvenience or evil consequences. 

Almost equally important is the demonstration of the tolerance 
evinced by the ureter in respect to these surgical procedures. In my 
first case I left the catheter in the ureter and pelvis of the kidney 
twenty-four hours and it caused no pain or evil results whatsoever. The 
continued presence of the instrument in my second case, it will be 
remembered, gave rise to pain, nausea, and vomiting, but was followed 
by no serious or permanent consequences. Although these observations 
were important, in the treatment of diseases of the pelvis of the kidney 
it is unnecessary, and, therefore, unwise, to put the tolerance of the 
ureter to so extreme a test. It is sufficient to introduce the catheter 
and to remove it after the irrigation is finished. When this was done, 
not even the slight disturbance of function, above described, was occa- 
sioned. 

Irrigation of the pelvis of the kidney in pyelitis as a therapeutic 
measure rests upon the basis of the rational treatment of disease. By 
it, pus, blood, ammoniacal urine, and calcareous deposits are removed. 
Dilatation of the ureter also allows the free escape of these irritating — 
substances and prevents their accumulation. When complete obstruc- 
tion of the ureter has occurred in consequence of the impaction of a 
stone, the gradual dilatation of the duct below the seat of the obstruc- 
tion by the passage of larger and larger catheters would favor the 
descent of the calculus. If contraction of the orifice exists, as in my 
first case, it can be overcome by dilatation and incision of the vesical 
extremity of the ureter. 

For the treatment of chronic inflammation of the bladder, kolpo- 
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uretero-cystotomy is as efficient as the operation of kolpo-cystotomy.’ 
An opening at one of the ureteral angles of the trigone of the bladder 
drains its cavity as perfectly as one in the median line. The cystitis so 
commonly associated with pyelitis both as a cause and a complication, 
is by this means radically treated. Perfect drainage of the bladder, by 
removing pus and ammoniacal urine from contact with the vesical 
mucous membrane, allows the inflammation to subside and physiological 
rest of the organ brings atrophy of its thickened muscular and mucous 
coats. 

A similar, but less obvious, result of the opening in the bladder is 
that by it physiological rest and -perfect drainage of the ureters and 
pelves are also secured. Normally, when the bladder fills, the urine 
contained in its cavity exerts a pressure in every direction upon the 
vesical walls, varying in amount with the degree of distention of the 
organ. Continuous tension and reflux of urine into the pelves of the 
kidneys are prevented by the valvular arrangement of the lower ex- 
tremities of the ureters and vesical mucous membrane; but in order to 
allow the flow of the urine into the bladder under these circumstances, 
the tension of the contents of the ureters and pelves must, at least, 
momentarily exceed that of the bladder. The pelvis of the kidney fills 
from time to time and by muscular contraction injects its contents into 
the already more or less distended bladder. 

By the operation of kolpo-uretero-cystotomy the physiological relations 
of the upper urinary passages to the bladder are changed. The bladder 
being always empty, no obstacle to the flow of the urine from the 
ureters is afforded by the normal periodical distention of the organ. 
In the report of my second case, it will be remembered, the quantity of 
urine retained in the pelvis of the kidney depended upon the position 
of the body previous to the passage of the catheter. If the patient had 
been standing or sitting before the instrument was introduced, little or 
no urine was drained off; if she had been lying down, a considerable 


1 Perineo-cystotomy was first proposed by Guthrie for the cure of cystitis, and, in 1250, the operation 
was performed in this country by Dr. Willard Parker, in order, as he said, ‘‘to open a channel by 
which the urine could be drained off as fast as secreted and thus afford rest to the bladder, the first 
essential indication in the treatment of inflammation’? (New York Medical Journal, vol. vi., 1851), 
This was all that I knew concerning this method of treatment in the male, and nothing had been done 
in the female, when in January, 1861, I did the operation of kolpo-cystotomy. I made an opening 
about the size of half a dollar in the vesico-vaginal septum for the cure of cystitis, ulceration of the 
vesical mucous b , and tric hypertrophy of the bladder. In consequence of the great 
thickening of the vesico-vaginal septum, the opening contracted to such a small size as to prevent 
drainage. It was, therefure, enlarged to nearly the size of a silver dollar. A permanent fistula was 
thus produced by this second operation. At the end of about fourteen months, when the thickness of 
the base of the bladder had diminished from three-quarters to about one-quarter of an inch, and the 
cystitisand ulceration had disappeared, the opening was closed. The cure was permanent. I was 
practising in New Orleans at this time, and, owing to the continuance of the Civil War and the 
suspension of all the medical journals of the South, the case could not be published. It, together with 
others, was, however, at length reported in 1871. (Urethrocele, Catarrh and Ulceration of the Bladder 
in Females, Trans. New York State Medical Society, 1871.) 


874 BOZEMAN, KOLPO-URETERO-CYSTOTOMY. 


quantity was removed. It follows from these observations that, pro- 
vided there is no obstruction in the duct itself, when the orifice of the 
ureter is exposed and the bladder drained, no obstacle is afforded to the 
flow of the urine from the pelvis of the kidney; in the upright posi- 
tion the organ is perfectly drained in obedience to the law of gravitation. 

From physiological rest and drainage of the pelvis of the kidney, 
therefore, results analogous to those obtained by the same means in 
disease of the bladder may be expected to follow. Pus and ammo- 
niacal urine are rapidly removed, and their prolonged contact with 
the mucous membrane prevented. The thickened lining membrane 
and muscular coat will atrophy from disuse, and the dilated cavity of 
the pelvis shrink to a normal size when the pressure of the urine is 
removed. 

The use of intravaginal drainage constituted an essential part of the 
treatment. In my second case, the contact of the urine with the vagina 
and integument, in the enfeebled condition of the patient, might have 
led to disastrous results. Vaginitis would have been occasioned, and, 
owing to the impossibility of keeping the skin and bedclothes free from 
urine, ulceration of the buttocks, or even sloughing of the integument 
over the sacrum might have been produced. Freedom from these com- 
plications and the pain and mental distress which are caused by incon- 
tinence of urine was no doubt of great importance, and contributed 
much toward the rapidity of the recovery of the patient and the success 
of the treatment. 

After the suppuration of the lining membrane of the pelvis of the 
kidney had ceased, and the symptoms subsided, the drainage instrument 
was still indispensable. During the time the opening has been [was] left 
open in order to secure the advantages of physiological rest and drainage 
of the whole urinary system, the patient has been free from the evils of 
incontinence of urine. As her letter shows, she has been enabled by the 
use of the drainage support to perform her daily duties and enjoy the 
pleasures of life. 


The analysis of my two cases of pyelitis is now completed. In con- 
clusion, I submit the following summary of what I conceive to be the 
most important results which follow the employment of this new method 
of treatment. 

1, An artificial fistula at one of the ureteral angles of the trigone of the 
bladder, the result of the operation of kolpo-uretero-cystotomy, furnishes 
an opportunity for the observation and clinical study of disease of the 
bladder, ureters, pelves, and kidneys, afforded by no other means. Speci- 
mens of the urine have been obtained from the ureters by catheteriza- 
tion through the urethra; but the information to be obtained by this 
means is necessarily limited, and the procedure is open to various objec- 
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tions. The practice of forcibly dilating the urethra in order to facilitate 
the catheterization is unjustifiable, because it frequently results in incon- 
tinence of urine. Catheterization without dilatation of the urethra— 
“free handed,” as it has been called—is a very difficult operation. I 
have made repeated attempts within the last few years to perform this 
surgical feat, but they were all failures. This method also involves an 
amount of probing which is injurious to the bladder, especially if cystitis 
is already present. It will be remembered that in the case reported my 
two attempts to pass a catheter into the ureter were each followed by an 
exacerbation of the chronic inflammation of the bladder. In order to 
be certain of the source of the pus, especially if it is present only in 
moderate quantity, the catheter must be passed along the whole length 
of the ureter to or into the pelvis of the kidney ; otherwise it may come 
from the ureter, and ureteritis at the vesical portion of the duct is, I 
believe, a very frequent complication of cystitis. In consequence of the 
spiral course of the ureter (see Fig. 3), only a very flexible instrument 
can be safely passed into the pelvis of the kidney ; and in order to dis- 
cover the ureteral orifice by probing the bladder, a moderately stiff 
catheter must be employed. When an opening in the bladder has been 
made, the orifice of the ureter can be exposed to view, and the most 
flexible instrument guided into it. 

2. The means of easy access to the bladder, ureter, and pelvis of the 
kidney, afforded by the operation of kolpo-uretero-cystotomy, are even 
more important for treatment than diagnosis. Irrigation of the pelvis 
of the kidney removes pus and ammoniacal urine from contact with its 
mucous membrane. Gradual dilatation of the ureter overcomes narrow- 
ing of the duct at its orifice or along its course ; the escape of irritant 
substances from the pelvis is thus made more easy, and the descent of a 
calculus impacted in the ureter would be facilitated. Physiological rest 
and perfect drainage of the bladder, ureters, and pelvis, tend to cause 
the subsidence of inflammation of their lining membrane, and atrophy 
of their thickened muscular coats. In consequence of the removal of 
the pressure of the urine, an enlarged bladder or a dilated pelvis returns 
to its normal size. 

3. By this new method of treatment, the patient is exposed to but 
little danger in comparison to that involved in the grave operations of 
nephrotomy and nephrectomy. These major operations are seldom done 
except at a late period, when extensive renal disease has occurred, and, 
if the case does not terminate fatally, result in the partial or complete 
loss of one of two vital organs. The complicating cystitis is not treated 
by them, and causes which may afterward lead to disease of the remain- 
ing kidney are neglected. Congenital absence of one kidney, coincident 
disease of both, and pyelitis on both sides, are contraindications to the 
performance of the operation of nephrectomy, but not to the employ- 
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ment of this new method of treatment. Kolpo-uretero-cystotomy should 
be done early. By the operation, and the subsequent treatment, the 
associated lesions of the bladder will be cured, and in many cases all 
the urinary organs restored to a normal condition. In other cases, by 
the accurate means of diagnosis afforded by the opening in the bladder, 
allowing the use of the catheter and renal sound, a stone in the pelvis of 
the kidney too large to pass through the ureter, extensive suppuration 
of the kidney itself, or some other condition not susceptible of cure by 
this method of treatment, may be discovered. Nephrotomy or nephrec- 
tomy may then be resorted to with greater confidence, and an increased 
probability of success. The patient is meanwhile relieved from the dis- 
tress resulting from the complicating cystitis and pyelitis. The vesical 
and pelvic irritability and tenesmus no longer causing loss of sleep, her 
general condition can be improved, and she is better prepared to undergo 
serious operation. 

4, Intravaginal drainage prevents the evil consequences of inconti- 
nence of urine, and perfects the method by removing the chief objec- 
tion to its employment. 


POTT’S FRACTURE. 
A COMPARATIVE STUDY. 
By J. Buanp Surtron, F.R.C.S., 


HUNTERIAN PROFESSOR IN THE ROYAL COLLEGE OF SURGEONS, ASSISTANT SURGEON TO 
THE MIDDLESEX HOSPITAL. 


PROBABLY no fracture of the bones of the lower limb is so common 
as that which goes by the name of Pott’s fracture, excepting, perhaps, 
fracture of the neck of the femur. The essential features of a Pott’s 
fracture are the following: The fibula is broken about three inches 
above the ankle, the tibial malleolus is splintered off, or the deltoid liga- 
ment ruptured, and the foot everted. The most frequent cause of this 
very common accident is a sudden and violent twist of the foot. 

It is the object of this paper to show that other causes than those of 
civilization are responsible for this remarkable predisposition of the fibula 
to break at this spot. 

If man’s malleoli be compared with those of other mammals, we shall 
find that he differs from them in the fact that his external, or fibular 
malleolus, descends much below the internal or tibial malleelus. Even 
in those mammals which so closely approach him in anatomical charac- 
ters, the anthromorpha (Gibbon, orang, gorilla, and chimpanzee), the 
tibial and fibular malleoli descend to the same level. As far as I know, 
the malleoli of no other mammal approach even this condition, the rule 
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is for the tibial malleolus to be the lower. In the accompanying sketch 
the distal ends of the tibia and fibula of a man and a chimpanzee are 
introduced for comparison. (Fig. 1.) 

In the Morphologische Jahrbuch (August, 1886) Gegenbauer published 
the following interesting observations : 

In the human foetus during the fifth month of intrauterine life, the 
tibial is more prominent than the fibular malleolus. In the seventh 
month the two are of equal length; from this date onward the fibular 
exceeds the tibial malleolus. Thus the primitive condition agrees with 
that in apes, where the fibular never exceeds the tibial malleolus. In 
man the preponderance of the fibular malleolus gives greater firmness 
to the ankle-joint, and has probably been acquired with the assumption 
of the erect posture. 

Fig. 1, 


A. The malleoli of a chimpanzee. M. The distal end of the tibia and fibula of man. 


As far as I am aware, no one has ever described an example of Pott’s 
fracture in a monkey, or, indeed, in any mammal save man. Fractures 
of other bones, and of the fibula and tibia, have come under my notice 
many times in quadrumana, but I have never yet seen anything in them 
resembling a Pott’s. Hence we may assume that Pott’s fracture is pecu- 
liar to the human kind, and occurs as a direct result of the extraordinary 
length of the fibular malleolus, in that it affords excessive leverage 
when the foot is suddenly and violently twisted laterally ; the force 
applied to the distal end causing the fibula to snap at some point in its 
lower fourth. 

This inquiry when pushed further leads to other facts of interest. 
Parker and Shattuck, in their invaluable research on talipes equino- 
varus (Path. Trans., vol. xxxv.), have described the agreement which 
exists in the obliquity of the neck of the astragalus and the extension of 
the inner facet of that bone on to the neck in the anthropomorpha 
(especially the orang), in the human fcetus at birth, and in the astragalus 
from cases of talipes equino-varus. In the orang the foot is naturally 
in the position of varus. This is true of the fetus during a portion of 
its intrauterine existence. If, from any cause, the foot persists in this 


| 
M 
! 
| 


878 SUTTON, POTT’S FRACTURE. 


position, varus is the result. Hence talipes equino-varus is to be 
regarded as a persistent foetal condition when congenital. 

As further evidence in support of this view the following fact is of 
value: 

In congenital talipes equino-varus not only the astragalus retains its 
foetal and simian type, but the malleoli also, for on examining several 
specimens of this deformity, the tibial and fibular malleoli were found 
to be on the same level. In Fig. 2, taken from a dissection, this relation 


of the parts is well shown. 
Fie. 2. 


The foot and ankle-joint of a human foetus with congenital talipes equino-varus. It is intended to 
show that the malleoli are of equa! length in this deformity 


From an evolutionist’s point of view these facts are extremely inte- 
resting and very suggestive, for, during development the malleoli of 
man in their relation to the astragalus, and in length, present tempo- 
rarily relations and configurations which are permanent features in 
mammals closely allied to him; but in the greater length of the adult 
fibular malleolus we have a condition absolutely human, and possibly 
one of the direct results of the assumption of the erect posture. I say 
positively, for this reason, it is quite as probable that an elongation of 
the fibular malleolus may have played a part in enabling man to assume 
and maintain an erect position. Should any person doubt the advantage 
of this elongation of the outer malleolus in fixing the tarsus firmly whilst 
standing, and especially in walking, he need only study the ungainly 
wobbling gait of an orang on its hind limbs, to have all doubts imme- 
diately set at rest. 

It is also equally certain that whatever advantage is gained by this 
extra length of the fibular malleolus, it is accompanied by the great 
inconvenience of predisposing man to the occasional occurrence of Pott’s 
fracture. 
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THE OPERATIVE SURGERY OF MALIGNANT DisEAsE. By Henry L. 
Burtuin, F.R.C.S., Assistant Surgeon and Demonstrator of Surgery, St. 
Bartholomew’s Hospital; Late Erasmus Wilson Professor of Pathology to 
the Royal College of Surgeons. 8vo. pp. viii., 408. Philadelphia: P. 
Blakiston, Son & Co. 


Ir was time this book was written. The last twenty years have been 
ears of great change in all that pertains to the science of surgery. 
ith the change there has been also marked and notable progress made. 
But all the changes have not been improvements, and amid the revolu- 
tionary upheavals which living surgeons have witnessed, there have 
come to the surface certain procedures and a variety of propositions 
which cannot be expected to survive by any inherent excellence of their 
own. Time and experience will surely separate that which is valuable 
from that which is useless, but a careful weighing of the evidence at 
present obtainable, must be advan us, and especially must this be 
the case when the work of judgment is done by one whose enpiow, and 
whose experience so fully entitle him to the confidence of the profession 
as Mr. Butlin. 

Following on in the line of his previous studies Mr. Butlin has set to 
himself the task of examining into the treatment at present adopted in 
cases of malignant disease, and of testing that treatment by the results 
obtained. There is some danger lest in the great advances made in the 
treatment of operations, the nature of the disease making operative in- 
terference necessary may be lost sight of and operations done which, 
from the nature of the case, are well nigh desperate. Time was when 
surgeons always kept in mind the liability of malignant diseases to return, 
and that liability was added to the risks of the proposed operation in 
estimating the propriety of its performance, but the comparative im- 
punity with which operations can now be done has led some, alto- 
gether and unwisely, to exclude from the equation all reference to this 
question. One result of this neglect, and the futile operations it has led 
to, may easily be a disinclination of many to avail themselves of the 
benefits of proper operations, benefits which, we believe, have become 
increasingly apparent with passing years. 

To estimate properly the wisdom of surgical interference in a given 
case, not only must the history and progress of that case be examined, 
but the prognosis given will be largely influenced by its seat—as expe- 
rience shows that t variations of malignancy exist in different parts 
of the body when invaded by the same kind of cancer. Therefore, Mr. 
Butlin studies in succession the different parts of the body as affected by 
the invasion of malignant disease, and the arrangement of his book is 


topographical. 
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In his introduction of some thirty pages are laid down what may be 
regarded as the general principles which should guide us in arriving at 
a conclusion, and certain rules of practice formulated. We oe to 
~ be our readers a somewhat detailed account of these conclusions 
and rules. 

Accounting for the sometimes brilliant result which follows a long 
deferred operation Mr. Butlin says, “ When long duration of a malig- 
nant tumor is associated with very slow progress, small size, absence of 
serious adhesions, absence of affection of the neighboring lymphatic 
glands and of secondary growths, so much the more favorable is the 
prospect of permanent relief from operation for its removal.” The 
reason for this is that such cases are examples of a slowly growing dis- 
ease, with less than usual proneness to extend by forming adhesions. 
But that such cases do occur should not blind us to the fact that they 
are exceptional, not to be looked for, and they in no way impair the 
force of the fundamental rule, “that the earlier a cancer is removed so 
much the more likely is the operation to be erage see successful.” 

That so many cases only present themselves when the disease has 
made extensive es r. Butlin thinks is more generally the fault 
of patients than of their medical advisers, owing to the natural dread of 
operative interference on the part of the sufferers. This reluctance it may 
reasonably be hoped will be in some measure lessened by the improved 
results obtained of late years, and the shorter and less painful after- 
treatment involved in modern antiseptic methods. On the other hand, 
Mr. Butlin thinks that there is need of caution lest these better results 
lead surgeons into doing more extensive operations than are really 


necessary, and undertaking some to which there belongs but little ho 
of any permanent good, and which involve very great risk to the 
ient. 
Our author does not believe that the presence of cancer in an organ 
necessarily calls for the removal of the entire — while he favors 
is 


eutting far beyond the confines of the disease. This matter is particu- 
larly discu in the chapters on the Uterus and Breast, and in the 
latter especially he places himself in antagonism to the teaching of 
Prof. 8. W. Gross, but he does so with admirable temper and sustains 
his — by many cogent arguments. Mr. Butlin is also opposed to 
exploratory operations for the removal of — glands unless they 
are manifestly diseased. He refers to the well-known fact that not in- 
frequently glands which were suspiciously enl, decrease in size after 
the removal of the primary growth. He further comments upon the 
fact that Gussenbauer’s detection of microscopic evidences in glands 
adjacent to a cancer of the lip, in twenty-nine out of thirty-two cases, is 
not in accord with the observation that in a large proportion of such 
cases (about fifty per cent.) a removal of the original growth is followed 
by no recurrence in situ and no outbreak in the neighboring glands. 

In unmeasured terms Mr. Butlin condemns the modern operations for 
malignant disease of the pylorus, kidney, thyroid, larynx, esophagus, 
and the entire body of the uterus; and he shows that not only is the 
mortality from these operations very great, but that as yet the results, 
so far as permanent cures are concerned, have been nil. His researches 
have led him to the conclusion that generally “the larger and more 
dangerous to life an operation, so much the less likely is it to be perma- 
nently successful.” 
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Neither is our author favorable to those last-chance, or rather no- 
chance operations, undertaken at the solicitation of patients or friends 
long after all hope of a successful issue is past. He favors sound surgery 
rather than that which is sentimental, and is of the opinion that were 
surgeons to follow the example of some “ cancer-curer ” and select their 
cases more rigidly, there would follow such an improvement in our 
statistics as would encourage sufferers from malignant disease to submit 
themselves for operation at an earlier, and, therefore, more hopeful day. 

In the book before us only the question of curative operations is con- 
sidered, no reference being made to those which are palliative or repara- 
tive. Each chapter d with a distinct part and is systematically 
arranged, a brief history of the course of the disease with only the 
absolutely necessary pathological distinctions being first given. The 
best and most approved methods of operating are then described, and 
where the operation has been originated by, or is in any way identified 
with an. individual surgeon, full credit is given to him, and, as far as 
practicable, his description of the procedure is followed. 

But no one will turn to this work as an operative manual, or as a 
pathological treatise. It is with the results of operation that the book 
deals, and the statistics it contains upon which we must depend to arrive 
at a conclusion, as regards the results, give to it its special value. These 
statistics are the latest obtainable and are most carefully analyzed. Mr. 
Butlin discriminates between the results obtained before the develop- 
ment of antiseptic surgery, and those recorded since, and thinks he sees 
a manifest improvement for the latter period, and in the formulation of 
his estimates this point is kept in view. 

The question of recurrence is the all-important one, and in common 
with other writers Mr. Butlin adopts the three year rule, holding that 
until that time has passed no assurance can be had that the growth will 
not return. When recurrence takes place at a later day, it is ingeniously 
argued whether we should not look upon cancer as we do upon pneu- 
monia, and regard the return as a second attack of the disease rather 
than as an outbreak of the original malady. - 

The percentage of mortality is calculated upon the number of deaths 
following a given number of operations; while that of cures is based 
— the number of cases alive and well three years after operation, or 
who have died from other causes after the lapse of that period of time, 
compared with the total number of cases. Mr. Butlin believes that a 
better showing would be made were cases kept in view for a longer time, 
as his experience teaches him that very many will be entirely uninflu- 
enced by gratitude, and will not be at the to report themselves so 
long as they are getting on comfortably. Our own experience coincides 
with his in a great measure, and he most appositely refers to the case 
recorded in avery old book, when but ten per cent. of the cures reported 
themselves to Him who exerted a power over leprosy which is not exer- 
cised to-day. 

We are unable to follow Mr. Butlin beyond these few introductory 

, and must refer our readers to the book itself, for further and de- 
tailed information. In successive chapters sarcomas and carcinomas are 
carefully studied as they affect the different tissues and the various 
a the work is done both elaborately and thoroughly. Every 
effort has been made to present the subject clearly and without preju- 


dice, for, while our author possesses positive convictions of his own, he 
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does not condemn those of others without careful consideration, and a 
fair presentation of both sides of the case. 

The consequence is that the book is one no practical surgeon can 
afford to neglect, but which he will consult as containing the best and 
most recent judgment concerning a class of cases sadly on the increase, 
a which the progress of surgery does not leave altogether without hope. 

deed, this book furnishes invaluable data by which to establish those 
limitations which, at the same time, help to place our expectations upon 
a surer foundation of reasonable hope. We have read every word it 
contains, and would urge our readers, in this respect at least, to follow 
our example. 8. A. 


THE PRACTICE OF MEDICINE AND SURGERY, APPLIED TO THE DISEASES 
AND ACCIDENTS INCIDENT TO WOMEN. By W. H. Byrorp, A.M., M.D., 
Professor of Gynecology in Rush Medical College, and of Obstetrics in the 
Woman’s Medical College, etc., and Henry T. Byrorp, M.D., Surgeon to 
the Woman’s Hospital of Chicago, etc. Fourth edition, revised, rewritten, 
and very much enlarged, with three hundred and six illustrations. Pp. 
xxiii., 820. Philadelphia: P. Blakiston, Son & Co., 1888. 


As stated in the preface, this valuable work has received such addi- 
tions as render it fully abreast of the times. It is unnecessary to say 
that the fresh matter bears the same stamp of originality which charac- 
terized the first edition. In the introductory chapter on anatomy, the 
author reverses the usual order, devoting most of the space to a descrip- 
tion of the pelvic roof and floor. This plan may suit the advanced 
student, but it must certainly be somewhat confusing to the beginner 
to follow the writer as he skips from the ovaries to the ureters, next 
to the vagina, then back to the pelvic floor, while the rectum, blad- 
der, and pelvic nerves and vessels come last. It is difficult to discover 
the method of this unusual sequence. The description of the pelvic con- 
nective tissue is rendered confusing through the same lack of order in 
considering its distribution. The eae of any description of the Fal- 
lopian tubes is not less surprising than is the omission of the uterus 
and its relations. The round ligaments are included among the muscles 
of the pelvic roof (!). On 28 we read that the vagina is “ attached 
posteriorly to the cervix an sacro-uterine ligaments (!). Why “ sacro- 
uterine,” if the latter are attached to the vagina? This statement is not 
supported tgp accompanying figure (13), which, by the way, is rather 
obscure. e perineum receives the attention which its importance 
warrants, but it is apt to confuse the general reader to describe the peri- 
neum and the perineal body as if they were separate entities. The sec- 
tion on the rectum is full and satisfactory, three being devoted to 
it, but the bladder, an equally important organ, is dismissed in a few lines. 

Chapters II. and IIL, on examination, are unusually exhaustive; in 
fact, they surpass, in this respect, any text-book in the language. The 
reader would infer from the minute directions for palpating the normal 
ovaries that nothing was easier than to feel these organs; as a matter of 
fact, men of the largest experience acknowledge that they have succeeded 
in detecting them only under the most favorable conditions, the patient 
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being under the influence of an anesthetic. The palpation of the ovarian, 
infundibulo-pelvic, and round ligaments is certainly a curious rather 
than an = procedure, which can only interest the expert. The 
devotion of eight Bp oe to minute details regarding the method of 
palpating these cords and the normal Fallopian tubes and ureters only 
tends to complicate a subject which is already sufficiently difficult. 
When we find two additional pages on the palpation of the pubo-vesico- 
uterine ligament, and nearly an entire chapter on palpation of the pelvic 
muscles, arteries, and nerves, we are tempted to ask “Is this a prac- 
-— treatise on diseases of women, or a monograph for the special 
reader?” 

Chapter I'V., on instruments, is good, although some of the cuts are 
rather antiquated, Fig. 85 being a perfect representation of what Sims’s 
speculum should not be. We would hesitate before placing the hytero- 
meter (Fig. 74) in the hands of the “inexperienced,” and would question 
the “valuable information” obtained by its use. Fig. 92 hardly “ holds 
a mirror up to Nature.” Among urethral endoscopes, Griinfeld’s ought 
to be mentioned as being by far the best. 

In Chapters V. and VLI., on diseases of the external genitals, we note 
the omission of any reference to lupus of the vulva, the extreme brevity 
of the paragraph on cancer, and the statement ( 157) that urethral 
caruncles sometimes “seem to be a hypertrophied fold of the mucous 
membrane.” This might mislead the reader; it cannot be too strongly 
emphasized that true urethral caruncle is as rare as prolapse of the 
urethral mucosa is common. 

Chapter VII., on laceration of the perineum and pelvic floor, com- 
prises upward of sixty , and presents an exhaustive and scientific 
view of the subject. Never has it received more careful study and 
original investigation. While it is too elaborate to fulfil successfully 
the purpose of the author as expressed in the preface—“ of enabling the 
young practitioner to treat these accidents with discriminating intelli- 
gence” —for the reader who is already familiar with this difficult 
question it contains a veritable fund of information. The hieroglyphics 
on pages 175 and 176 are =_ appalling, and the reader must admit 
that the author’s apology for the introduction of twenty-three separate 
varieties of perineal laceration is quite apropos. The anatomy of the 
deeper injuries to the pelvic floor is described as confidently as if 
the writer had confirmed his statements by actual dissection ; positive 
anatomical facts are much needed to support such dicta. The para- 
graphs on the prevention of laceration are very interesting and instruc- 
tive, but we question if there is really any method of avoiding the 
concealed injuries described in the foregoing ; perineal incision 
certainly does not offer complete protection. The remarks on the 
immediate operation are exceedingly apt. From personal experience 
we cannot agree entirely with the author rding the prognosis after 
immediate closure of the torn sphincter. While it is ae tedly true 
that no single operation is applicable to the repair of all perineal tears, 
a very condensed description of a dozen different operations is hard], 
to be commended. The quilled suture is certainly “somewhat anti- 
quated,” and has few friends in this country. e incision of the 
ner ani (as described on page 221), in order to relieve traction after 

e operation for complete laceration, is a useful suggestion. 


Chapter VIIL., on diseases of the bladder, is brief and less satisfactory 
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than the one which follows, on affections of the vagina. Strangely 
enough the urethra receives no attention, although the last edition of 
Dr. Emmet’s book contains a separate chapter on diseases of this canal. 
Urinary fistula belongs more properly under affections of the urinary 
tract, instead of being included in the chapter on the vagina. The 

ration of dilatation of the urethra in order to relieve irritation of 
the bladder (page 230) will hardly commend itself to the conservative 
gynecologist except as an extreme measure. The dangers incurred in 
extracting a calculus through the urethra have been clearly pointed out 
by Dr. Emmet. The author admits that laceration may result. Why 
then practise such extraction at all? 

Chapters X. to XII. inclusive, on menstruation and its disorders, are 
full and satisfactory. We wish that the writer had pointed out more 
forcibly the positive dangers of posterior section, a procedure that has 
been followed by more permanent ill-effects than any other minor 
operation in gynecology. 

Chapter XIV., on the menopause, is brief and disappointing. ‘ It is 
surprising that this fruitful subject does not receive more attention in 
general treatises on gynecology, instead of being relegated to mono- 


graphs. 

The next ten chapters are devoted to the thorough discussion of 
uterine disease. Space forbids us to consider these in extenso. Lan | 
vary in a and merit, the first two being very brief. Chapter XVI 
considers the reflex symptoms of hysteropathy, much of it being so 

eral in its bearing that it might properly have formed an intro- 
uction to the whole work. Many of the pains described are certain] 


y 
referable to other than uterine affections. In Chapter XVIII. the 


author introduces a separate essay on uterine pathology, in which he 
inclines to Dr. Emmet’s theory of hyperemia. Here again, there is a 
noticeable absence of any reference to anatomical facts. 

Two chapters on acute and chronic perimetritis follow. Not to 
dwell upon this much-vexed theme, it should be mentioned that, after 
stating at the outset that he adopts the term “ perimetritis” “ to signify 
inflammation of the tissues surrounding the uterus, and includes bot 
cellulitis and local peritonitis under this head,” the author at once starts 
out to describe cellulitis as a separate affection, having its own distinct 

thology and symptoms. We thought that the question of the relative 

requency of localized peritonitis had been settled, and that the exten- 
sion of inflammation 7 anwar the tubes was regarded as the cause of 
peritonitis. 

The subject of displacements is admirably treated in chapters 
XXVIII. to XXXIII., inclusive. We note only a few minor blemishes. 
The unsightly instrument known as Zwank’s pessary is figured on page 507, 
where it is stated that it is “ often a convenient makeshift.” It must bea 
last resort indeed! Shall we not live to see the time when anteversion pes- 
saries will be banished from text-books, or mentioned only as curiosities, 
unscientific in principle and mode of action? What more can be accom- 
plished by one of these instruments than by an ordinary retroversion 
pessary that elevates the entire uterus to its proper plane? The method 
of breaking up adhesions behind the retroflexed uterus, by opening 
te magi pouch and attacking them directly, is bold and ingenious, but 
hardly commends itself to the surgeon in view of the results that 
have followed vaginal odphorectomy. In each of the four instances in 


= 
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which he performed this operation, the author was obliged to remove 
the tubes and ovaries. “In the last two cases,” he adds, “I held the 
uterus in place by vaginal tampons, and thus cured (?) the displacements.” 
What advantage this method over laparotomy it is difficult to 
see. An equally heroic p ure is shortening of the utero-sacral liga- 
ments for the cure of retroversion, by passing stitches into them through 
the posterior fornix. This operation 1s conducted entirely in the dark, 
and must require consummate skill for its succcessful performance. 
The author naively comments: “ Possible dangers might arise from 
breaking the needle, or losing track of the point and — the in- 
testines or bloodvessels, or on carelessly operating upon a ligament 
surrounded by inflammation or induration.” To the ordinary mind 
these dangers will appear as not only possible, but almost inevitable. 
The description of the Alexander-Adams operation is good; the author 
does not seem to regard it with the greatest enthusiasm. 

Vaginal hysterectomy is carefully described. The subject of fibrous 
tumors of the uterus is treated in a manner that leaves little to be 
desired, Apostoli’s method of applying electricity receiving due notice. 

Oéphoritis and salpingitis evidently do not —_ as much interest 
for the author as for many gynecologists, since he gives relatively little 
space to their pathology. Nearly a hundred are devoted to 
ovarian tumors and ovariotomy. The anatomy of ovarian cysts is 
rendered exceedingly simple, the middle coat being described as “ made 
up from the stroma of the ovary,” while “the internal coat, or lining 
membrane, is doubtless the membrana granulosa of the ovisac, very 
much hypertrophied.” It is a pity that this lucid explanation cannot 
be accepted without hesitation. 

Tapping is discussed at some length under the head of treatment. 
Laparotomists now regard this measure with deserved disfavor, as it 
seriously complicates a subsequent radical operation, through the forma- 
tion of adhesions. General practitioners should certainly be discour- 
aged from resorting to the palliative treatment of ovarian cysts, since in 
many cases, while affording the patient temporary relief, they unwit- 
tingly impair her chances of recovery from ovariotomy. As regards 
the injection of irritating fluids into the sac and the establishment of 
fistula, we have the mserw. Am testimony of Mr. Tait that these procedures 
“can only be justified under very exceptional circumstances.” Vaginal 
ovariotomy receives warm approval. The best commentary on this 
operation is the i uency with which it is now performed by surgeons 
of large experience. The author is not enthusiastic in favor of primary 
drainage after laparotomy; his remarks on this subject are brief, but 

inted. In describing the accidental puncture of the gravid uterus 

e has omitted any reference to a paper by Dr. C. C. Lee, read at a 
meeting of the American Grennlglad Society in 1882, in which the 
reported cases are collected. 

e are sorry to note in this work the usual disposition to underrate 
the danger of cysts of the broad ligament. The fact cannot be too 
strongly emphasized that these tumors are prone to assume a papillo- 
matous character, especially after tapping, and that it is for this reason, 
and not because the fluid reaccumulates, that complete extirpation is 
the only treatment to be adopted. Figures 305 and 306, intended to 
illustrate the relations of such cysts to the broad ligament, hardly accom- 
plish the desired end. 
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In the concluding chapter, on “ Coccy, ia,” some allusion might 
have mae to fracture of a condition is often 
unsus and ma regarded as a not infrequent cause of the su 
puns localized in that region. 4 
From our criticisms it might be inferred that we have much fault to 
find with this treatise; such is far from being the case. It is a monument 
of industry and originality, equally creditable to the author’s head and 
heart. e can perhaps express in a word the prevailing impression 
derived from a careful perusal of Dr. Byford’s book, by saying that the 
author has himself modestly underrated it, by describing it as intended 
for the young practitioner. It is a book which the experienced specialist 
can well afford to study, and, in fact, must study in order to -—. 
its solid merits. 


THE THROAT AND ITs DISEASES, INCLUDING ASSOCIATED AFFECTIONS OF 
THE Nose AND Ear. With one hundred and twenty illustrations in color, 
and two hundred engravings, designed and executed by the author, Len- 
nox Browne, F.R.C.8S.E., Senior Surgeon to the Central London Throat 
and Ear Hospital, Surgeon and Aural Surgeon to the Royal Society of 
Musicians, Consulting Surgeon to the Newcastle Throat and Ear Hospital, 
etc. Second edition. Rewrittenand enlarged. 8vo. pp. xviii.,614. Lon- 
don: Bailliére, Tindall & Cox, 1887. Philadelphia: Lea Brothers & Co. 


Tus second edition of Mr. Lennox Browne’s well-known work on 
Diseases of the Throat is still more valuable than the first one, brought, 
as it has been, to the very day of proof revision. The artistic excellence 
of the illustrations, many of them new ones, is not exceeded in any 
other work on the subject, and the insertion of the series of colored 

lates at the edges of leaves at the back of the volume as pursued in 

th editions, so that they can be kept spread out while the text is 
being perused, renders reference to them both easy and agreeable. 
While synoptic views are given of the general state of information on 
most of the topics discussed, there is no attempt at producing an ex- 
haustive treatise; and, except where the importance of the topic de- 
mands it, or where the author’s experience has been limited, the views 
given are practically those adopted by the author as the result of per- 
sonal study and personal observation, irrespective of the fact whether 
they are in accordance with the views of other authors or in opposition. 
Due reference is made to other authorities as requisite to elucidate the 
sequence of the text, to support special views of the author, or to call 
attention to special views which have not been corroborated in his own 
experience. Among these references American authors are very pro- 
minent, occasionally, perhaps, as a matter of compliment, but much 
more frequently in actual good faith. The style of the language is 
and precise, without pedantry; the arrangement of the matter is 
methodic; the advice as to treatment is sound. The book, therefore, 
is to be regarded as a good practical working guide to both general 
practitioner and specialist. 

There are twenty-seven chapters in this work, discussing seriatim, 
the anatomy and physiology of the organs involved, the methods of 


BROWNE, THE THROAT AND ITS DISEASES. 887 


examination, eral semeiology, general therapeutics, general etiol 
and pathology and then in special of the pharyns, 
larynx, nasal and nasopharyngeal regions, and the aural maladies associ- 
ated with nasopharyngeal disease. 

Much as we would Tike to present a fair outline of this work, want of 
space restricts our notice to a few of the points which distinguish it 
from others. We note a new chapter on what Mr. Lennox Browne 
terms the “living pathology” of each disease as applied to patients 
under observation for treatment; that he is an enthusiastic advocate of 
lime-light illumination, and that he has utilized the results of his 
studies of voice production with Behnke to show the positions taken by 
the tongue, palate, and uvula in the production of the various tones in 
the register of the voice. In practisin gramme. | he commends 
Michel’s suggestion that the patient ve, his mouth before opening 
it to produce greater pendulousness of the te. In the treatment of 
inflammatory diseases he speaks most highly of the efficacy of Leiter’s 
temperature regulators, composed of flexible coils of metallic tubing, 
through which currents of water pass continuously, which he has found 
useful also in controlling spasms following traumatic edema of the 
pce and which he especially recommends in tonsillitis, and catarrhal 
aryngitis. 

ms has devised an admirable modification of the umbrella coin 
catcher for foreign bodies in the esophagus; the instrument being pro- 
vided with an ivory or metal terminal for its better use as a sound or 
feeler, and with two pins and catches at the proximal extremity, one 
set to prevent expansion of the net of horse hair during its introduc- 
tion and the other set to keep the net spread out during extraction of 
the foreign body without interfering with delicacy in manipulation. 
In discussing the etiology of throat diseases, the rheumatic, gouty, lithic 
acid diathesis is regarded as the strongest constitutional influence, while 
Seiler is followed in his views that the roclivity of vocalists to affec- 
tions of the throat is due to improper methods of using the voice. 

While admitting the existence of scrofulous disease of the om, 
our author states that he has never seen a case of ulcerative disease of 
the pharynx corresponding to the descriptions of scrofulous ulceration 
which was not concurrent with the tuberculous or with the syphilitic 
dyscrasia. He calls attention to angular curvature of the cervical por- 
tion of the spinal column as a little known cause of constriction of the 
lower = of the pharynx, and describes an interesting instance of 
that condition. 

As to tonsillitis, he believes that the dartrous or arthritic diathesis in- 
variably exists in patients subject to recurrent attacks of the acute form, 
and confirms the opinion of Hingston Fox that simultaneous bilateral 
inflammation is almost invariably septic in character. 

The majority of laryngeal catarrhs are regarded as direct extensions 
from sn, catarrhs, and propagation of acute inflammations from nose 
to larynx as second only in frequency to direct inspirations of noxious 
atmospheres through the mouth. He has not found that exposures to 
keen winds, that inspirations of dry cold air, or of hot air, or that 
changes from heat to cold unaccompanied by moisture act specially as 
etiological factors in the production of catarrhal laryngitis. 

In the treatment of chronic laryngitis the topical use of silver nitrate 
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is omy +f condemned, and a case is mentioned in which Irsai, of Buda- 
Pesth, had been compelled to perform tracheotomy for stenosis from 
thickening of the entire intralaryngeal mucous membrane caused by 
using solutions of only ten per cent. strength. 

In the treatment of tuberculous laryngitis Krause’s method by fric- 
tions with lactic acid is favorably mentioned, but Rosenthal’s method 
with twenty per cent. solutions of menthol in olive oil is deemed of 
greater value in purely laryngeal cases. 

In the treatment of neoplasms unguarded instruments are never em- 
e ed. The snare is used most frequently, and the sponge probang of 

oltolini is often resorted to. Stress is laid upon the liability of undue 
irritation of benign growths to act asa factor in their transformation 
into malignant ones. In discussing radical treatment for malignant 
neoplasms, complete excision of the larynx is rather discouraged, but 
unilateral laryngectomy is advocated in suitable instances, and the in- 
teresting case of the author is reproduced in considerable detail. 

In discussing the neuroses of the larynx, attention is directed to 
varices at the of the tongue, and to hypertrophy of the circum- 
vallate papille, as factors in the production of nervous cough. 

N neuroses are duly presented, and caution recommended in re- 
garding them as of too great significance. 

In the removal of adenoid growths from the vault of the pharynx, a 
curette or a sharp spoon attached to a metallic finger stall is recom- 
mended as furnishing a handy means for the operative procedure. 

These, then, are some of the special points of interest in this admirable 
work of Mr. Lennox Browne, which, as a whole, we can confidently 
commend as the conscientious result of careful observations in a pro- 


longed, extensive experience in the diagnosis and treatment of diseases 
of the throat. J.8. C. 


OPERATIVE SURGERY ON THE CADAVER. By JASPER JEWETT GARMANY, 
A.M., M.D., F.R.C.S., Attending Surgeon to Outdoor Poor Dispensary of 
Bellevue Hospital ; Visiting Surgeon to Ninety-ninth Street Hospital, etc. 
8vo. pp. ix., 150. New York: D. Appleton & Co., 1887. 


A VERY manual to a course on operative su ; succinct, 
clear, and Stephen Smith’s re been chiefly 
followed, and they are pelo good. We notice, however, in so un- 
surgical a proceeding as the extraction of teeth that no mention is made 
of the preliminary use of a lancet to free the tooth from the closely 
clinging ligamentum dentis, an omission that will, perhaps, do no harm 
when a cadaver is being operated upon beyond the increased ey 
to the operator which the neglect will cause, but which will add mu 
both to the pain and the difficulty of extraction in the case of the living. 
Those who feel the need of a manual of operative procedures, especially 
prepared for the dissecting-room, should get and use this book. 


GOODELL, LESSONS IN GYNECOLOGY. 


Lessons IN GYNECOLOGY. By WILLIAM GOODELL, A.M., M.D., Professor 
of Clinical Gynecology in the University of Pennsylvania, etc. Third 
edition, thoroughly revised and greatly enlarged, with one hundred and 
twelve illustrations. Pp. xiv., 589. Philadelphia: D. G. Brinton, 1887. 


WE have frequently heard expressions of surprise that a work so 
unpretentious as the present one should have attained such universal 
popularity. This is no matter of surprise to teachers of gynecology, who 
recognize in Professor Goodell’s lectures qualities which provoke their 
envy. His book is a success, for the same reason that his clinical and 
didactic lectures are successful, because they are—like their author— 
earnest, honest, and replete with sound common sense. 

This does not pretend to be a systematic treatise on gynecology, yet it 
covers the ground pretty thoroughly. By his terse, forcible style, his 
avoidance of useless details, and the thoroughly practical tendency of 
his teachings, the author holds and interests the general reader who 
would not have the patience to toil through one of the larger text-books. 

It is scarcely necessary to dilate upon the peculiarities of a book which 
isin all our libraries. The present edition represents the result of a careful 
revision and remodelling, and we find many valuable additions, which 
are fortunately not introduced to the impairment of the original clear, 
epigrammatic sentences which marked the former editions. 

mong these additions a clear of new 
operation for posterior kolpocele, accompani y very illustra- 
A oul the nature of to the might 
have been apropos. On page 159 we read that a retroversion pessary 
acts by “ propping up the dislocated fundus.” Is it not better always 
to teach that what such a pessary really effects (aside from elevation of 
the uterus in toto) is simply distention of the posterior fornix and con- 
sequent backward traction upon the cervix? This the author himself 
explains in a succeeding chapter. 
the lesson on anteversion the impression might be derived that the 
accompanying vesical irritation is due to the pressure of the fundus 
uteri, when it is undoubtedly produced by traction on the neck of the 
bladder, exerted along the line of the shortened utero-sacral ligaments. 
The author must still believe to some extent in the old idea, since he 
seems to think that “the fundus is tilted off from the bladder” by a 
Graily Hewitt pessary. 

With Dr. Goodell’s teaching in regard to dilatation of the cervical 
canal we are already familiar, and have followed it with profit. It seems 
as if a disproportionate amount of space was allotted to hypertrophic 
elongation of the supra-vaginal portion of the cervix. In discussing this 
subject the author drops for a time his conversational manner, and 
assumes an argumentative tone. 

Lesson XIX. contains a lucid account of Alexander’s operation. 
There are certainly few, if any, writers who surpass Dr. Goodell in his 
clear and graphic descriptions of gynecological operations. We believe 
(and no higher commendation can be given) that, after reading them, the 
inexperienced surgeon would be able to carry out intelligently details 
with which he had had no practical familiarity, even from observation. 

Lesson XX. presents an excellent résumé of the present views on the 
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disputed question of peri-uterine inflammation. The author’s own deduc- 
tions are most judicious. “I deem it best,” he concludes (page 251), 
“to take a broad, or generic, view of the subject, and to treat it as if it 
were a single entity, and not made up of two entities.” 

In the chapter on radical operations for the cure of cancer of the 
cervix high amputation is dismissed with brief mention. As ordinarily 
employed at the present day, “high amputation” implies the separation 
of the bladder and posterior fornix, and not the simple stripping up of 
the tissues around the cervix “for half an inch or more.” Freund’s 
operation should be omitted from modern text-books. Under the pallia- 
tive treatment of fibro-myomata we miss any reference to Apostoli’s 
method, in fact the author seems to have had but slight experience with 
the use of electricity in this connection. 

Some of the matter in the chapters on diseases of the tubes and ovaries 
we have encountered before in another place. The pathology of these 
affections is rather scanty, but the symptomatology is set forth with the 
author’s accustomed felicity of expression. An exceedingly interesting 
discussion of the question of menstruation after odphorectomy will 
found on pages 405 to 413 inclusive; the changes that occur in the 
female after this operation are also described here. The whole subject 
of ovarian cysts and ovariotomy has been carefully rewritten and brought 
up to date. Hysterectomy has a separate chapter, Martin’s method and 
illustrations being adopted. 

The three concluding lessons remain very much as before, and will 
ever bear testimony to the fearlessness of their wise and witty author. 
We have sometimes heard sharp criticism of the final chapter, but in our 
opinion it reflects only the highest credit upon the writer who has dared 


to state delicately, and yet plainly, what other teachers have known, but 
have passed over in silence. It is well that it has been left unchanged. 
In this brief réswmé we have been able merely to hint at the good 
points in this excellent work. As we said before, it is so familiar to the 
profession that it has been our pleasant task rather to mention the im- 
provements upon former editions. The clear type, binding, illustrations, 
and index are even more commendable than before. H. C. C. 


Osnovuz PEKKUTOMETRI I PALPATOMETRI KAK METODOV KLINICHESKAGO 
IZSLEDOVANIGA, SOCHINENIE VLADIMIR-MARIANA VIKENTIEVICHA 
PHILIPOVICHA. Odessa: 1886. 


ELEMENTS OF PERCUTOMETRY AND PALPATOMETRY AS METHODS OF 
CLINICAL INVESTIGATION. By VLADIMIR-MARIANA VIKENTIEVICH 
PHILIPOVICH. 


Dr. Purirpovicn gives an account of several series of observations 
made with an ingenious percussor he has devised, which indicates the 
force of the blow struck. His object was to utilize, for diagnostic and 
ee urposes, a fact which had been observed independently b 

imself al Dr. James Ross, viz., that a slight tap on the chest w 
over the pectoral muscles is followed by a transient elevation of the 
surface in many patients with pulmonary affections, while a really hard 
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blow with a similar instrument is required to produce the same effect in 
healthy subjects. The explanation of the phenomenon is that so long 
as the muscular fibres enjoy their normal irritability and conductivity 
the wave produced by the mechanical stimulus travels uniformly along 
the muscle in both directions away from the centre of irritation, but 
that if the relation between the irritability and conductivity is altered, 
either by the increase of the former or the decrease of the latter, this 
wave is arrested, with the result of producing a partial and local con- 
traction giving the appearance externally of an elevation. In a healthy 

n the conductivity of the muscular fibres is lowered or destroyed 
™ a smart blow, and so when the percussor is struck with sufficient 
force the muscle refuses to pass on the contracting wave and a local 
elevation is the result. This phenomenon is named by Dr. Philipovich 
“loco-tetanus.” It is most easily produced, as was recognized by Ross, 
in such muscles as have a hard surface under them, as the pectorals, del- 
toid, supraspinatus, and infraspinatus. Other circumstances favorable 
to the production of local tetanus are a high body temperature and 
muscular fatigue. 

The pectoral muscles of a hundred healthy men aged twenty-one years, 
were examined by what may be called the quantitative percussion method. 
The lowest force which produced “ loco-tetanus” being a tap of 400 

mmes, while the highest required was 2000 grammes, the mean num- 
rs being 750 grammes for the right side, and 850 grammes for the left. 
In almost all the cases where the phenomenon was produced with a low 
d of force, the men had a chest measurement less than half their 
height, and had either been rejected as recruits, or their military service 
postponed in order to enable them to improve. Much lower figures than 
these were obtained in the examination of diseased subjects, less than 
100 grammes being sometimes sufficient. The lowest figures of all were 
recorded in — and next to that in pleurisy and pneumonia. It 
was invariably found that the side of the chest where the disease was 
the more marked, gave the “ loco-tetanus” with the lower degree of force. 
In a case of dry pleurisy of the right side, the difference was very 
noticeable, the force required on the healthy side being 550 grammes, 
while on the diseased side one of 150 grammes was sufficient. In infec- 
tious diseases, as in typhus, the author was unable to detect any more 
reduction than could be accounted for by the high temperature alone. 

The force commonly used in percussion was estimated by measuring 
that employed by eighteen different medical men, who were, as far as 
possible, kept in ignorance that their manipulation was being in any way 
tested. The lowest force varied onby between 200 and 250 grammes, the 
medium force between 400 and 900 grammes, and the highest from 650 
to 1200 grammes. Any force above 700 grammes is said to be generally 
painful, but surely this, as well as “local tetanus,” must depend greatly 
on the form and hardness of the percussor. In Dr. Philipovich’s instru- 
ment the blow is given with a metal ball covered with gutta-percha ; 
no mention is made of the size of the ball, or of the thickness or hardness 
of the gutta-percha. If these instruments ever come into general use, it 
will be necessary to have them all tested by a common standard, and 
some means will be requisite for preventing the changes of temperature 
from affecting the elasticity of the gutta-percha. The head of the per- 
cussor can also be used to test the degree of pressure which can be borne 
without pain, corresponding in fact to Eulenberg’s parzsthesiometer. 
VoL, 95, NO, 4.—APRIL, 1888, 26 
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In a healthy condition this is generally from 1500 to 2000 grammes. In 
some cases of cardiac disease, endoarteritis, and in many other affec- 
tions, the degree of tenderness appears to furnish an indication of the 
course of the disease. The author gives diagrams and charts showing how 
the surface may be mapped out by iso-analgesic lines and curves, con- 
structed like those of a temperature chart, showing the variations in 
tenderness of particular spots from day to tw 3 He draws attention to 
a fact which is quite appreciable the hand alone, that a remarkable 
increase of tenderness over the spleen occurs very shortly before the 
defervescence of enteric fever takes place, so that the latter change may 
—aw predicted within two days after the splenic alteration has 

no 


Tue REFRACTION OF THE EYE. A MANUAL FoR STUDENTS. By Gustavus 
Harrrince, F.R.C.S., Consulting Ophthalmic Surgeon to St. Bar- 
tholomew’s Hospital, etc. Third edition. 12mo. pp. xvi., 240. With 
ninety-six illustrations. Philadelphia: P. Blakiston, Son & Co., 1888. 


This manual, in many respects the most complete of the smaller 
treatises on refraction, accommodation, and convergence, seems to have 
met an actual want on the part of students of ophthalmology ; compara- 
tively few of whom, it must be confessed, are prepared by previous 
mental discipline, to appreciate, or fully profit by, such exhaustive (and 
to the unprepared, exhausting) treatises as those of Helmholtz, Donders, 
and Landolt. But though this work has deservedly found favor with 
both teachers and students, it is far from being an ideal text-book ; and 
it remains true that about the best short treatises on the subject are to 
be found in the chapters devoted to refraction in some of our standard 
works on ophthalmology. For instance, we find here on the first page 
the sentence, “ ys of light diverge, and the amount of divergence is 
proportionate to the distance of the point from which they come; the 
nearer the source of the rays, the more they diverge.” Of course, what 
is meant here is, that the angular divergence of the extreme rays 
included within a certain space, as the width of a lens or the pupil, is 
inversely proportioned to the distance of the point from which they come ; 
but the first part of the sentence quoted might be taken as teaching the 
exact opposite of this, while the last part is simply contradictory of the 
first. To one acquainted with the fact such a statement looks obscure 
enough; but to one who desires to learn the fact from the statement, it 
must be discouraging indeed. We give this instance so much more 
prominence than it would otherwise deserve, because it illustrates the 
worst fault of the book, crude, imperfect statement. In this respect 
there has been notable improvement since the first issue; but much 
room for further improvement remains. He who aspires to write a text- 
book, to make such a subject clear to the raw medical student, has need 
of a high order of literary skill. 

The additions to this edition are scattered throughout the work, and 
are generally well incorporated, the most extensive being the quota- 
tion in extenso of the description of the shadow-test, with the plane 
mirror; first published in this journal in April, 1885. Several cuts have 
been added, or new ones substituted for old; but the cuts are in a. 
not so well printed as in the first edition. J. 
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THE ABORTIVE TREATMENT OF SYPHILIS. 


Mr. JONATHAN HUTCHINSON has recently (The Lancet, February 25, 1888) 
published his matured opinions respecting the treatment of syphilis. This 
paper is marked by the painstaking accuracy and sincerity characteristic of 
its eminent author. 

In using the term “abortive,” Mr. Hutchinson means to express a method 
which arrests the development of specific manifestations—which suppresses 
the secondary phenomena. It consists in the administration of mercury from 
the earliest expression of a specific character in the sore. He prefers hydrar- 
gyrum cum creta, which he gives in grain doses, three, four, five, or six times 
a day, according to the conditions present. He rather intimates that any 
“suspicious sore”—any sore having an appearance suggestive of specific 
infection, yet not having fully developed specific characteristics—should be 
treated by the abortive plan, with discretion. At the earliest appearance of 
specific attributes in the sore, Mr. Hutchinson begins the mercurial treatment 
and carries it steadily on, carefully avoiding the production of salivation. He 
holds that mercury is the “ antidote” to the specific virus, that it destroys 
the microbe, to the existence of which he fully commits himself; but recog- 
nizing the persistent viability of the parasite, he persists in the administration 
of the antidote through many months. The practical result is, that the sec- - 
ondary manifestations are suppressed, that the patient is spared the sore 
mouth, the eruptions, the baldness, etc., of that period, and that no ill effects 
are produced by the mercury, which, if the dose were small, and not too fre- 
quently administered, could be used during the whole period given up to the 
secondary stage under other management. 

In the discussion that followed the reading of Mr. Hutchinson’s paper, 
various opinions were expressed, but it is evident that the early and persistent 
use of mercury is the most popular treatment. Mr. Bloxam thought that a 
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six months’ treatment by mercury is not long enough, and that the subcuta- 
neous mode of using the remedy is the best. Mr. Malcolm Morris waits until 
the secondary manifestations are pronounced before beginning the use of 
mercury. 


PoIsONING BY ANTIPYRIN. 


An increasing experience in the use of antipyrin has developed the fact 
that this remedy is not without its unpleasant, even dangerous, action. The 
freedom with which it is now given, especially in France, must be restricted, 
if dangerous, or fatal, results are to be avoided. Dr. Oscar JENNINGs, 
of London, has recently published cases in which erythema and other cuta- 
neous affections, depression of the circulation, and various cerebral symp- 
toms were caused by ordinary doses (Lancet, p. 364, 1888). Several cases of 
severe urticaria (erythema nodosum ?) have been reported from this country, 
and Professor G. Sée mentions some instances as occurring in France. 


ANTIPYRIN IN MIGRAINE. 


The evidence regarding the effects of antipyrin in relieving migraine is 
quite conclusive. In the number of The Practitioner quoted above there is a 
short paper by Mr. BoKENHAM, of St. Bartholomew’s Hospital, on this use 
of antipyrin. His especial experience is: the success of small doses in 
affording complete relief, no single dose exceeding four grains. Mr. Boken- 
ham well says, that the unpleasant symptoms caused by large doses may be 
readily avoided, since such small doses as two or three grains will afford 
prompt relief to severe attacks. His experience now embraces twenty-six 
cases of migraine, observed during two months, and all of these were promptly 
relieved, 


ITALIAN TREATMENT OF PULMONARY TUBERCULOSIS. 


Pror. ENRICO DE RENZI (I? Morgagni, abstract in Centralbl. fiir d. gesammte 
Therapie, February, 1888) passes under review the influence of creasote by 
the stomach and by inhalation ; of iodoform, turpentine, iodine, sulphuretted 
hydrogen, sulphurous acid, etc., by inhalation, and of the gaseous rectal 
injections. 

Excellent results were had from the iodoform inhalations, and also from 
sulphuretted hydrogen. Creasote in considerable doses greatly lessened the 
bronchial muco-pus and the purulent matter of cavities, and exercised a 
favorable influence over the general nutrition. 

following formula was used: 


Alcohol, 
Balsam of Peru syrup, - of each, 100 parts. 
Water, ) 

Dose, a tablespoonful. 


The rectal gas injections exercised a favorable influence on cough and 
expectoration, but had no effect on the existing pulmonary lesions. 
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He concludes that the most clearly curative effects are obtained by large 
use of iodine and iodoform. 


AMYLENE-HYDRATE AS A HYPNOTIC. 


In the first number for 1888 of Deut. med. Wochenschr. an elaborate clinical 
study of the hypnotic action of amylene-hydrate appears from Prof. Riegel’s 
clinic, by GEor@ AVELLIS. 

As respects its rank as a hypnotic, it stands between chloral and paralde- 
hyde. The doses that will cause sleep range from twenty to forty grains, the 
smaller acting two to three hours, and the larger, four to six hours. In 
character the sleep corresponds to the normal, and no headache or nausea 
follows. Respiration is not embarrassed, and the blood-pressure, which is 
lowered in normal sleep, is not changed in the sleep produced by amylene. 

The disagreeable taste and irritating effects are the most unpleasant facts 
connected with its administration. Avellis recommends syrup of blackberries 
(syrupus rubi) to disguise its taste. It is found to act especially well when 
administered by the rectum. One “intelligent patient” is referred to who 
perceived the taste of amylene in three minutes after the rectal injection. 

Topacco AMBLYOPIA. 


Mr. St. Cuarr Buxton (Lancet, February 25, 1888) finds the following 
formula uniformly successful in curing tobacco amblyopia: 


Potassiiiodidi . . 
Aque destil. . 


To the above he adds for simultaneous administration the following pill : 


Ft. pil. no. i. The pill of this pret is given three times a day, and 
with the solution. 


CoMBINATIONS OF PHENOL WITH MERCURY, AND THEIR THERAPEUTICAL 
USEs. 


In a communication to the Paris Academy of Medicine (Revue de Thérap., 
Feb. 15, 1888), M. G. PoucHEeT announces that he has succeeded in making 
combinations of mono-atomic carbolic acid with mercury, and with calomel, 
also. He proposes these preparations for intramuscular injection in the 
treatment of syphilis, as substitutes for the calomel and yellow oxide prepara- 
tions now used. He also advises these combinations for internal administra- 
tion when a safe and powerful antiseptic is indicated. 


Lactic ACID IN THE DIARRHG@AS OF CHILDREN. 


Dr. G. HayeM, more than a year ago, called attention to the remarkable 
utility of lactic acid in the diarrheas of children. Recently, in a communi- 
cation to the Academy of Medicine (Revue de Thérap., Feb. 15), he has 
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renewed his suggestion, and presented new evidence of the value of the 
remedy. He finds that better results are had from larger doses than he 
formerly advised. In the more severe cases he has administered a two per 
cent. solution up to twenty teaspoonfuls in the course of twenty-four hours. 
The formula employed by him is the following: 


Lactic acid (pure) . 


The strength of this is about one minim to the teaspoonful. The quantity 
given will vary with the age of the subject and the nature of the attack. M. 
Sevestre, one of the physicians to the Children’s Hospital, confirms the state- 
ments of Hayem regarding the therapeutic power of the remedy in question, 
and he also finds that a considerable quantity is required to effect the best 
results. The latest experience demonstrates that a teaspoonful of the two 
per cent. solution should be given every five minutes in the worst cases, and 
from this up to a teaspoonful an hour; the amount required varies with the 
conditions present. 


CHLORAL IN DIPHTHERIA. 


Dr. A. MERCIER, of Besancon, has utilized with remarkable success the 
antiseptic action of chloral in the treatment of diphtheria. If indications 
demand, an emetic may properly begin the treatment. The preparation used 
is the syrup of chloral of the French Codex, the strength of which is twenty 
per cent., or one ounce of chloral to five ounces of syrup. Of this prepara- 
tion the patient gets, every half-hour, two, three, or five grammes (3ss-3jss), 
and no drink is allowed for some time that the syrup may retain its hold on 
the mucous membrane. In forty-eight hours after the treatment is begun, 
the false membrane is dissolved and disappears. The administration of the 
chloral then becomes painful, and when all of the false membrane has disap- 
peared the syrup is discontinued. In persons of a blonde type, the membrane 
disappears more slowly—often not until the third day. 

Externally to the neck, Dr. Mercier applies, by friction, belladonna oint- 
ment. The patient is allowed to indulge his own tastes in the matter of food 
and drink. 

Apropos of the treatment of diphtheria, it must be mentioned that Dr. 
CorB1n, of Brooklyn, has just published some remarkable experiences which 
should have wide publicity (New York Medical Journal, March 10). He 
reports the treatment of sixteen cases of “laryngeal diphtheria” with mer- 
curial fumigations, and of these three died—“ two of albuminuria two weeks 
after apparent recovery, and one from blood-poisoning” (septiczmia?). 
Besides these treated by himself, Dr. Corbin refers to fourteen cases treated 
by the same method by other physicians on his suggestion. Of the thirty 
cases in all, twenty-five recovered—the mortality being thus sixteen per cent., 
truly a remarkable result in cases of that character. 

The method consists in the following details: Over a child’s crib barrel- 
hoops are secured, and a flannel blanket tied, making a tent or canopy. “In 
the case of a child eight or ten years of age, he volatilizes from forty grains 
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to a drachm of mild chloride. He keeps the child under the canopy twenty 
minutes, when the blanket is removed. This is repeated every two or three 
hours during the first day. The fumigations are repeated as found neces- 
sary, and for several days up to and over a week from the first. “At the 
beginning and end of a fumigation milk punch or wine is given,” and 
throughout strict attention to alimentation is of fundamental importance. 


TREATMENT OF PsoRIASIS BY IODIDE OF POTASSIUM. 


Dr. Hastunp ( Vierteljahrs. fiir Dermatol. u. Syph., No. 3; quoted by 
Revue de Thérap., Feb. 15, 1888) reports that of 50 cases of psoriasis treated 
with iodide of potassium according to the method of Grences, 40 were cured, 
4 were improved, and 6 were not at all benefited. The method of adminis- 
tration consisted in giving at the outset three grammes (fifty grains) a day, 
and this was increased gradually to fifty grammes (nearly two ounces). The 
treatment has averaged seven weeks in duration, and although iodism with 
its attendant troubles has been produced, Dr. Haslund feels that he is justified 
in strongly urging the use of this remedy. 


UsEs oF CANNABIS INDICA. 


Dr. McConnELL, Surgeon-Major Bengal Medical Service (The Practitioner, 
February, 1888), narrates his experience in the use of cannabis indica. His 
observations, made in India, may need some qualification in their applica- 
tions to European and American humanity. 

Small doses of the tincture and fluid extract (mv to mx) have been found 
useful in anorexia, in “dyspeptic diarrhea,” and in the ordinary summer 
diarrhea. He advises the following formula: 

R.—Tinct. cannabis indic. ‘ ™x-txx. 
Spts. chloroformi . ™Mxx. 

Sig. One dose. 

As a hypnotic, Dr. McConnell has found it useful, especially when aided 
by small doses of chloral or bromide of potassium. 


DYsSMENORRH@A. 


The following combination is recommended by GOUBERT: 
Ext. belladonne ... é grain. 
Asafetide . é . 4 grains. 
Ft. pil. i. Six of these pills are gives daily, and from six to ten days 
before the menses appear. 


THE SuBCUTANEOUS INJECTION OF METHYLAL IN DELIRIUM TREMENS. 


PROF. v. KraFrt-Es1nG, of Gratz, reports the results of the subcutaneous 
use of methylal in twenty-one cases of delirium tremens rr 
Monatshefte, February, 1888). 
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He finds it to be the best agent for producing sleep in this disease. It is 
more especially adapted to any anemic condition of the nervous system, and 
is not so useful when hyperemia exists. 


IopoFORM MIXTURE. 
BoUCHARD proposes the 


Iodoform . = 8 grains. 

Ether... 

Vegetable charcoal, powdered . iv. 

After thorough mixture, and before evaporation 
of the ether, add Glycerine 

For the topical application of this new anodyne, the following is used : 
MEDICINE. 
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An EPIDEMIC OF MEASLEs. 


Hopees (Boston Med. and Surg. Journ., February 2, 1888) reports an 
epidemic of 45 cases occurring in one institution, and interesting from several 
points of view. It could be very definitely determined that the period of 
incubation lasted in 1 case nine days, in 1 eleven days, in 16 from eleven to 
twelve days, and in 1 fourteen days. Examination of the throat showed a 
varying amount of congestion, and in three instances where this was very 
marked diphtheria followed in twenty-four hours. Five patients died; 4 
from diphtheria and 1 from capillary bronchitis. The eruption reached its 
height on the fifth and sixth day, and lasted twelve to fourteen days. In 8 
cases it did not disappear for over three weeks. Desquamation was noticed in 
over half the cases: in a few of which large pieces of cuticle were thrown off. 
Aphthe of the lips and tongue was observed in 9 cases, and otitis occurred 
in 25 cases. 


A CASE OF HEREDITARY CHOREA IN THE ADULT. 


ZACHER (Neurolog. Centralbl., 1888, No. 2) reports a case of this exceedingly 
rare disease. The patient, forty-five years old, was well until four years ago, 
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when the disturbance of motion began to develop. For two years he had 
been unable to walk, and had been very excitable and irritable, with a ten- 
dency to destroy everything, and was finally committed to an asylum. He 
exhibits peculiar irregular purposeless movements, apparently in all the 
voluntary muscles. The head is turned from side to side; the face undergoes 
all sorts of grimaces; respiration occasionally has a sobbing, rasping sound. 
The arms are in constant choreiform movement, and the same motion in the 
legs renders the gait irregular and laborious. The patient is able to con- 
trol the muscular unrest fora moment, and to perform an intended move- 
ment with considerable promptness and certainty. He can write his own 
name well the first time, but a second immediate trial is not successful. The 
tongue twists about within the mouth, and can only be protruded with diffi- 
culty. Speech is rather monotonous and with frequent pauses. All move- 
ments cease during sleep. The muscles are well developed, and their strength 
preserved ; the patellar reflex not increased, and sensibility undisturbed. In- 
telligence seems slight, though it is difficult to determine in how far this is due 
to his imperfect education. The family relationships of the patient are highly 
interesting, since, for several generations, various members have been affected 
by the disease. The author was unable to verify all the statements made, but 
discovered with certainty that the maternal grandfather and two of his 
brothers had the “shaking disease” (Zitterkrankheit), while a sister was 
insane and died in an asylum. The grandfather had two sons and one 
daughter. The latter and one son had the same affection; the other son died 
away from home, and nothing is known of his condition. The daughter had 
seven children, of whom three are now living and were attacked by the dis- 
ease after the age of forty; one being the patient under consideration. The 
patient himself has four children, all young, one of whom is said to have 
occasional twitchings of the face. The author was unable to discover whether, 
in the cases among the patient’s antecedents, the disease commenced in adult 
age, but the fact that they were married renders it probable that the symp- 
toms did not appear until after that time. 

Various descendants of the brothers of the grandfather also are said to have 
had the same affection, but the author did not succeed in learning anything 
more definite regarding them. 

There appears to be no doubt that this is an instance of the disease described 
hy Peretti, Ewald, and others. As in Peretti’s cases, the choreic movements 
were strongest and more wide-spread at the time when the psychic disturb- 
ance was greatest. The same parallelism may be noticed sometimes in cases 
of ordinary chorea. 

[The author seems to have overlooked the fact that cases of this affection 
were first described by Huntingdon (now of Pomeroy, Ohio), and that last 
year a remarkable family history, with cases, was published by Huber, and 
ter] in THE AMERICAN JOURNAL OF THE MEDICAL ScrEencEs for October, 
SPINAL PROGRESSIVE MUSCULAR ATROPHY ; AND AMYOTROPHIC LATERAL 

ScLEROSIS. 


StrRiMPELL (Deutsch. Archiv f. klin. Med., B. xlii. H. 1-8, 280) says that 
the dispute that has lasted for years as to whether the disease called “ pro- 
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gressive muscular atrophy” is due to a primary affection of the muscles, or 
to some disorder of the spinal cord, has been settled by the discovery that 
both possibilities exist; the confusion having been caused by the endeavor 
to unite the two affections, the myopathic and the spinal form of spinal 
atrophy, which are to be sharply distinguished from each other. “ Primary 
myopathic atrophy” has certain well-marked peculiarities which characterize 
it, yet it includes several forms which have formerly been described as distinct 
by various authors, such as pseudo-hypertrophy, hereditary muscular atrophy, 
juvenile muscular atrophy, etc. But in the interest which the subject has 
awakened in more recent years, spinal muscular atrophy has been thrust into 
the background. 

Some years ago, nearly all cases of progressive wasting of the muscles were 
classified under this title, but it now appears to denominate a really rare 
affection, if, with Charcot, we include under this name only those cases in 
which the autopsy has shown that the anterior horns of the gray matter were 
alone affected; the white matter, and especially the lateral tract, having 
entirely escaped. The author reports such a case, where progressive atrophy 
of the muscles occurred in the upper part of the body, and where the patient 
finally died some months after, and as a result of an apoplectic stroke, six 
years after the onset of the atrophic disease. The autopsy showed an almost 
complete degeneration of the anterior horns in the cervical region, with dis- 
appearance of the large ganglion cells; the anterior nerve-roots being also 
diseased. There existed further a descending degeneration of the pyramidal 
columns, both here and in the dorsal and lumbar regions, while the anterior 
horns were not evidently affected in the last two portions of the cord. It seems 
clear that the affection of the antero-lateral tracts had, for the most part, 
nothing to do with the originally diseased portions, but started from the spot 
of softening in the brain. There was, further, a certain amount of degenera- 
tion of the periphery of the cord. The affected muscles were greatly atro- 
phied, the biceps being hardly larger than a lead pencil; and microscopically 
they revealed a high degree of degenerative atrophy. The peripheral nerves 
in the affected parts had also undergone a degree of degeneration. 

From a clinical point of view we find the symptoms, apart from the 
apoplexy shortly before death, exactly those of spinal progressive muscular 
atrophy, consisting exclusively for years in a very slowly advancing degen- 
erative atrophy of progressively new muscular regions, with a corresponding 
loss of power in them. The atrophy probably began in the deltoid, and 
spread symmetrically to the biceps, brachialis anticus, supinator longus, and 
the supra- and infra-spinatus. The disease, therefore, first appears in a 
certain group of muscles, just as we see certain groups first involved in lead 
palsy, infantile paralysis, ete. The atrophy in this case then spread to other 
muscles of the upper part of the body, but it was only late, and but to a slight 
degree, that the muscles of the lower extremities were affected, those of the 
face, and speech and deglutition, remaining free from the disease. There 
was never any evidence of spastic symptoms or of disturbance of sensation. 

It is difficult to determine where and in what order the degeneration in this 
disease develops. The most generally adopted view is that the injurious in- 
fluence first operates on the ganglion cells in the anterior horns, and that the 
degeneration descends from this point to the muscles. There are several 
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reasons, however, which render it very possible that it is the peripheral 
part of the nervous system which is first involved, and thence the disease 
spreads upward. In just which of these ways the system is attacked we are 
unable to determine in the present state of our knowledge. A careful study 
of the anatomical changes in the cord leads to the conviction that the periph- 
eral degeneration in this case, as well as a part of the degeneration of the 
lateral columns, was connected in some way with the original disease, without 
having produced any clinical symptoms differing from the characteristics of 
muscular atrophy; and this observation teaches us that we must not form too 
narrow a conception of the limits of the anatomical lesion in even such a 
sharply defined systemic spinal disease as this is. 

The active agent in producing the disorder is not known, and the hypoth- 
esis that over-strain of the muscles may induce it is not satisfactory, and 
does not correspond to facts. It would seem more probable that some poison 
of unknown nature and source is continually at work in the system; and 
this hypothesis accounts for the slow but steady advancement of the disease. 


The study of this so well characterized affection, spinal progressive muscu- 
lar atrophy, has in times past been rendered more obscure by confounding 
with it cases of amyotrophic lateral sclerosis. The latter disorder is, it is true, 
allied to progressive muscular atrophy, but is to be distinguished from it 
clinically by the presence of the so-called spastic symptoms ; and anatomically 
by the extension of the degenerative process past the cells of the anterior 
horns to the pyramidal tracts. The central portion of the motor tract, from 
the convolutions to the cells of the anterior horns is thus invaded, as well as 
the peripheral portion, from the anterior horns to the muscles, which alone 
is attacked in spinal progressive muscular atrophy. Striimpell then reports 
two cases of amyotrophic lateral sclerosis in which the autopsy confirmed the 
diagnosis. He does not agree with Charcot that the muscular atrophy in 
this disease appears in a diffuse manner, making no selection of special groups 
of muscles. In the two cases reported as well as three others which he has 
seen, the same muscles were evidently first affected as in progressive mus- 
cular atrophy, namely, those of the thumb, the interossei, the extensors of 
the forearm, the flexors of the forearm, the deltoids, and the infra- and supra- 
spinati. 

Charcot further states that in the disease in question paralysis always 
precedes atrophy; and with this, too, Striimpell differs. It is true in some 
cases, especially as it applies to the muscles of the legs; but he believes that 
it is usually impossible to distinguish any difference between the time of 
development of atrophy and paralysis in the upper extremities. 

The spastic symptoms, usually described as excessive, need not be at all 
conspicuous, as is proved by one of the author’s cases in which the only 
symptom of this nature consisted in a very considerable exaggeration of 
the tendon reflex of the upper and lower extremities. We should not 
expect to find true contracture of the muscles in all cases of amyotrophic 
lateral sclerosis. This variation in the degree of the spastic symptoms ex- 
plains the difference between the definitions of Charcot and Leyden; but 
it is not always easy to understand why these variations exist, or how the 
reflexes can be increased when muscular atrophy is present. It must be 


402 PROGRESS OF MEDICAL SCIENCE. 


that as regards certain muscle bundles the disease preponderated in the 
lateral column, while as regards others the affection is most advanced in the 
ganglion cells, or in the peripheral section of the motor tract. 

We find here the same or even greater difficulty than in progressive mus- 
cular atrophy in understanding in what way and in what order the disease 
develops in different parts of the nervous system. It is also very probable 
that the extension of the anatomical localization by no means always takes 
place in exactly the same way. Thus, in one of Striimpell’s cases the spastic 
symptoms were well marked, and the pyramidal tracts were found seriously 
diseased; while in the other case, spastic symptoms were absent, only ex- 
aggeration of the reflexes, as stated, and comparatively slight involvement of 
the lateral column, were found to exist. His last case, indeed, seems to stand 
intermediate between typical amyotrophic lateral sclerosis and pure spinal 
progressive muscular atrophy. 

This same case, and several others in the literature, render it a doubtful 
matter whether the sole cause of the degeneration is in the ganglion cells, 
and opens the question whether after all it is not, at least in some cases, the 
peripheral nerves which are first attacked, and that later the ganglion cells 
become involved. Amyotrophic lateral sclerosis has been regarded as one of 
the most characteristic systematic spinal diseases, yet the extent to which the 
lateral portions of the cord are involved varies considerably. The fact, how- 
ever, that the direct cerebellar columns and the columns of Clarke always 
remain uninvolved is a proof that the degeneration is purely systemic, and 
does not spread diffusely in a horizontal direction. 

We must conclude that both spinal progressive muscular atrophy and amyo- 
trophic lateral sclerosis must not in the future be so strictly viewed as insulated 
systemic diseases, but that other nervous districts in the cord may very often 
be involved, though the clinical symptoms do not appear to be altered thereby. 
The author finally emphasizes the very close relationship which exists be- 
tween the two diseases, and the affinity of both of them to chronic bulbar 
paralysis; and speaks of the increasing difficulty of making any sharply 
defined schematic separation between them, either from a clinical or anatom- 
ical point of view. 


THE INHERITANCE AND CURABILITY OF TUBERCULOSIS. 


Sricu (Deutsch. Arch. f. klin. Med., B. xlii. H. 1-3, 219) believes that the 
inherited predisposition to tuberculosis has entirely too much importance 
attributed to it, and that the disease is much more curable than is ordinarily 
supposed. 

For years, it is true, we had been taught to believe that these two features, 
inheritance and incurability, were fundamental characteristics of tubercu- 
losis. Great doubt was thrown on the first of these by Koch’s discovery of 
the tubercle bacillus; for if tuberculosis were an infectious disease caused by 
a microérganism, the question arose as to what could be inherited. It seems 
impossible to believe that the transmitted bacillus fixes itself upon the 
foetus; and the only thing then inherited must be a certain disposition to 
disease, or weakness of certain tissues, which were themselves weak in the 
parents; just as the color of the eyes, hair, etc., may be transmitted from 
parent to child. 
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If this then is all, there is no reason why, by proper care of the develop- 
ment, these weak tissues cannot be made as strong and as resistant to the in- 

roads of the tubercular microbe as those of any other individual; and lose in 

time any special liability to the disease. If what this weakness of the tissues 

consists cannot yet be determined. It is, moreover, to be borne in mind that 
the most robust individual, without a trace of inherited taint, may fall a 
victim to the malady. 

Clinical histories might be related bearing upon the point which the author 
wishes to make, but he confines himself to one incident. For eight years he 
has been the physician to the orphan asylum of Niirnberg, in which were 
many children with exceedingly bad family histories of tuberculosis, as is to 
be expected among orphans, yet but one case of tuberculosis has occurred in 
the institution. Moreover, among those who had left the asylum, there has 
developed, so far as he could discover, only one case; though many of the 
former inmates have reached twenty years of age. 

The question as to the reason for this strange immunity has often occurred 
to him, and is, he thinks, to be explained by the scrupulous care for ventila- 
tion and cleanliness which the institution receives, as well as by the other 
excellent hygienic conditions under which the patients live. The children 
are early accustomed to daily cold baths, and are much in the open air. 
Other diseases of the respiratory apparatus—even such ordinary ones as 
bronchial catarrh—are almost never observed. 

Concerning the curability of tuberculosis there are widely varying opinions; 
some writers allowing that well-recognized cases recover; others that only 
patients in the incipient stage may get well, while still others claim that even 
the apparently perfect healing of a tubercular process, lasting thus for ten 
years or more, is but a temporary arrest of the disease. All agree that cure 
in the true sense of the word is impossible in the advanced stages. Whether 
tuberculosis in its early course is curable cannot be determined either affirma- 
tively or negatively on purely theoretical grounds, and only the evidence from 
positive and undoubted cases of the disease which have been under observa- 
tion for years is of value. The author has devoted considerable attention to 
this matter for several years, and is disposed to answer the question in the 
affirmative. He relates several instances from his own experience, seeming 
to prove that recovery may take place. These had had repeated hemorrhages 
from the lungs, and exhibited evidences of consolidation, yet had, to all 
appearance, entirely recovered, and the physical signs had fur the most part 
disappeared. The author has often been in the position to observe a not in- 
frequent occurrence: namely, that in the apex of an apparently healthy lung 
there will be found post-mortem one or more small cicatrices of former cavities, 
filled with crumb-like, cheesy contents; these being the remains of a chronic 
pneumonia, or, more properly speaking, of a well-advanced tubercular pro- 
cess. He relates two cases in aged persons dying of gangrene and of carci- 
noma respectively, in one of whom there had been a history of pulmonary 
disease—hemorrhage and cough—during youth, and where the post-mortem 
lesions just described were present. 

As regards the treatment of tuberculosis, he advises no great change from 
that ordinarily employed, but would especially insist on having fresh air in 
the rooms, and abundant diet. Bodily exercise, even to fatigue, is very 
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valuable, provided that it be taken in fresh air, and that there is no disposi- 
tion to hemorrhage. He recommends mountain climbing and long walks, 
and that the windows of the rooms be constantly open in good weather, but 
closed at night in all disagreeable weather. Medicines are only employed as 
symptoms demand them. 


SARCINA OF THE LUNG. 


The occurrence of sarcina in the lung was first shown by Virchow in 1846, 
and since that time cases have been described by many writers. HavusEr 
(Deutsch. Archiv f. klin. Med., B. xlii., H. 1-8, 127) gives an account of the 
researches of different writers on the subject, and then details his own experi- 
ments in producing pure cultures from the sputum of a phthisical patient 
in which the sarcine were abundant. He concludes that the observations of 
former investigators on pneumo,- stomato,- and pharyngo-mycosis sarcinica, 
together with his own studies, show that in the most different forms of dis- 
ease of the human respiratory tract, but especially where there is a forma- 
tion of cavities in the parenchyma of the lung, there may occur a well 
characterized variety of sarcina, which has nothing to do with the gastric 
sarcina, nor with any other known species, and for which he proposes the 
name “sarcina pulmonum.” 

It has been proved, however, that it neither has any etiological connection 
with the diseased condition which it may accompany, nor is it able to in- 
fluence its course in any perceptible way. 


FAILURE OF THE HEART IN VALVULAR DISEASE. 


A valuable and thoroughly practical paper under this title, by Bruce, 
appears in the Practitioner for January, 1888. It is only within the last few years 
that we have learned to appreciate fully the truth that hypertrophy of the heart 
is a condition to be welcomed when there is valvular lesion; that there are, 
in fact, no symptoms attending perfect compensation. On the same principle, 
when there appear symptoms of cardiac distress, we regard them as evidences 
of failure of the heart. We say that “compensation has become imperfect ;” 
that the “hypertrophy has broken down.” We have learned to understand 
that the symptoms formerly said to be those of valvular disease are, in reality, 
those of failure of the cardiac wall. But after all, failure of the heart is only 
an effect behind which lie a number of discoverable causes, but which are too 
often neglected in the physician’s study of his individual cases; and it is the 
object of the author in this paper to study cardiac failure from this point of 
view. 

Etiology.—1. The most common and readily appreciated cause of failure of 
compensation is muscular overwork ; a cause seen largely in hospital practice 
and among the poor in general. It is easy to understand how overstrain of 
the skeletal muscles induces dilatation of the heart. 

2. Nervous causes occupy the second place in order of frequency. Of these 
the depressing emotions are the most serious, worry being one of the most 
common. 

8. The next series of causes of cardiac failure are the different forms of 
imperfect blood supply. There are two well defined classes of these, which must 
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be carefully separated : (a) impoverished condition of the blood; (5) disease 
of the coronary arteries. 

(a) Impoverished condition of the blood is the agent in a large number of 
cases. Compensation is difficult to establish or maintain in the poor, under- 
fed subject of valvular disease, in whom the coarse food generates dyspepsia, 
and the products of this poison the blood. The cardiac wall may again be 
imperfectly nourished in the patient at the opposite pole of the social sphere, 
in whom the blood is vitiated by the products of disordered digestion from 
over-rich food. The muscular tissue of the heart in such subjects becomes 
fat, pale, and soft; cardiac distress increases and prevents exercise, and this, 
in turn, augments the digestive, assimilative, and excretory derangements. 
Under this same head are to be classed those cases of quiescent heart disease 
which have been treated by rest and nourishment to the extent of abuse. In 
still other cases impairment of the general nutrition causes the development 
of cardiac symptoms; namely, in those subjects of valvular disease who had 
lived an active, useful life, but who have “ retired.” 

(6) Disease of the coronary arteries is a second great cause of imperfect 
blood supply; and the author relates some cases of death from almost com- 
plete closure of these vessels. 

4. Intercurrent disease is another cause of cardiac failure in valvular lesions; 
and the author regards with especial anxiety the occurrence of rheumatism or 
of disease of the lungs. Rheumatism of a subacute type is a common cause 
of disturbance of compensation in young subjects. Compensation has not, 
perhaps, been fully established after the occurrence of the rheumatism which 
first involved the heart, when another attack of the disease prostrates the 
bodily strength of the patient, and thus disturbs compensation, if, indeed, it 
does not create a fresh outburst of endo- or peri-carditis. 

Acute and chronic disease of the lungs operates less frequently than rheu- 
matism, but is far from uncommon. It frequently happens that compensation 
is destroyed by the occurrence of pneumonia or bronchitis; and chronic 
bronchitis and emphysema, by growing worse in winter, frequently induce 
repeated break-downs of the diseased heart at that period of the year. In 
these patients the pulmonary disease is not secondary to cardiac failure, as is 
often supposed, but entirely independent, and, indeed, the cause of it. 

5. There are causes peculiar to women which may disturb the compensation 
and produce cardiac failure. Pregnancy, labor, parturition, lactation, and the 
menopause, disturb all the physiological systems, and through these disorder 
the nervous and nutrient relations of the heart. 

6. We should never fail to inquire for the existence of the cardiac poisons 
in use every day—tea, coffee, tobacco, and alcohol. The first three often 
cause such distressing sensations and palpitation during indulgence in them, 
as to connect them definitely with the attacks; and their use is given up 
without much difficulty. There are, however, few more hopeless forms of 
cardiac dilatation than that seen in the chronic drunkard. 

7. The onset of symptoms indicative of cardiac failure may be due to increase 
of the valvular lesion developing suddenly or slowly, but which finally exceeds 
the increasing hypertrophy. 

8. The last cause of failure of the heart in chronic valvular disease is limit 
of the compensation—i. e., not the limit of hypertrophy; but the slowly but 
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surely advancing changes in the lungs, liver, kidneys, and even in the heart 
muscle itself, which at last sap the nutrition, and destroy the ‘compensation. 
Judicious treatment may, for a time, restore the balance, but the end cannot 
be indefinitely averted ; the limit of compensation is finally reached. 

The author has discussed the causes of heart failure singly. Of course, two 
or more are frequently associated. 

Prognosis.—The preceding considerations change the whole aspect of cardiac 
prognosis. We must distinguish between the prognosis of valvular disease 
and that of cardiac failure. The former is chiefly concerned with the particu- 
lar valve affected, and is mainly statistical in its methods. Thus it teaches, 
for instance, that aortic insufficiency is a more serious disease than aortic 
stenosis. The latter is concerned with the cause of the failure, which we 
must investigate in every case, for it depends on the nature of the cause in 
each individual under which compensation has given way whether the prog- 
nosis will be (1), favorable (2), unfavorable, or (3), doubtful. 

(1) The prognosis is comparatively favorable in cases due to (a) muscular 
overwork, except where there is a history of sudden aggravation of the symp- 
toms from strain; when it may be most grave. (6) Failure of the cardiac 
wall from impaired general nutrition (poverty, anemia, dyspepsia, etc.); but 
severe hemorrhage may thus prove fatal. (c) Zbxic causes; except alcohol- 
ism. (d) Previously misapplied treatment; routine treatment, especially by 
rest and tonics, irrespective of the cause. 

(2) The prognosis is comparatively unfavorable in cases of failure due to 
(a) impaired local nutrition—i. ¢., vascular disease (disease of the root of the 
aorta and of the coronary arteries, syphilitic, degenerative, etc:). (6) Inter- 
current rheumatism ; especially in young subjects; and intercurrent acute pul- 
monary disease. (c) The limit of compensation having been reached. 

(3) Prognosis is uncertain and obscure in cases of failure due to (a) Ner- 
vous causes, which are often beyond our control. (b) Aggravation of the 
original valvular lesion; the prognosis depending on the extent of the new 
lesion, and on fresh compensation. (c) Climacteric causes; especially uncer- 
tain in pregnancy and the post-partum state. (d) Undiscoverable causes. 

Treatment.—The first principle is: Do not treat cardiac disease without 
sufficient evidence that treatment directed to the heart is required. The 
second principle is equally clear. If the heart is really failing, do not apply 
treatment in a routine fashion. As the cardiac failure is but an effect, the 
only rational means of treatment is to discover and treat the cause. This 
plan of treatment is more laborious and troublesome, but cannot fail to be 
the most successful, and we have an extensive choice of hygienic and thera- 
peutic measures. The third principle is the complement of the second: If 
the cause of cardiac failure be undiscoverable or irremovable, do not hesitate 
to treat the effects. The search for and treatment of the cause must not be 
carried too far. In these cases, and in urgent cases from whatever cause, the 
immediate relief of the symptoms is the great end to be attained. Even in 
less urgent cases our treatment must be partly symptomatic, since we cannot 
remove the cause all at once. Under these circumstances we reduce the load 
which the enfeebled ventricle has to carry, by cupping or bleeding, para- 
centesis, puncture of the legs, and purgation. We reduce the resistance ahead 
of the ventricle by nitrite of amyl, nitro-glycerine, alcohol, direct renal 
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diuretics, and purgatives. We increase the force of the heart, its driving 
power, by ether, ammonia, strychnine, and food. 

If we can act with more deliberation, we may use the direct cardiac tonics ; 
as digitalis, strophanthus, and convallaria. These drugs are invaluable 
remedies, but, as the author has already emphasized, must not be used when 
compensation is already established, and must be properly applied to the 
individual case. 


ALBUMINURIA IN DIABETES MELLITUS. 

In view of the great diversity of opinion on this subject elicited during the _ 
last medical congress held at Wiesbaden, PoLLATSCHEK (Zeitschrift f. klin. 
Med., vol. xii.) undertook to work up the copious records of urine examina- 
tions made in Carlsbad. For this purpose the chemist Lippmann, of Carlsbad, 
gave him access to his records for the years 1885 and 1886. In these two years 
2877 examinations had been made, and of these 1187 were found to contain 
glucose, of which 437, or 36.8 per cent., contained also albumin in larger or 
smaller quantities. With regard tothe relationship between the quantity of 
glucose and albuminuria, it could only be said that albumin is more often 
present when the amount of sugar exceeds 0.5 per cent. 


AorTIC INSUFFICIENCY AND PULSATION OF THE SPLEEN, 


GERHARDT writes (Centralblatt f. klin. Med., 1, 1888) that as in cases of 
aortic insufficiency it is only when the heart is acting forcibly that the double 
aortic sound can be heard in the femoral arteries, so there are other signs of 
aortic disease which can only be detected under certain conditions. In 
this class may be placed pulsation of the liver and spleen. One of the condi- 
tions favoring the production of pulsation of the spleen in insufficiency of 
the aortic valves is the presence of a febrile state with a febrile swelling of 
the organ. Gerhardt has also seen a case of lead colic in a patient with 
aortic insufficiency, where the pulsation of the spleen could only be detected 
while the influence of the lead persisted. In another case of lead colic with 
acute articular rheumatism, endo- and pericarditis, and rheumatic pneu- 
monia, the spleen began to pulsate before the murmur in the aorta could be 
heard. As the patient recovered, the splenic pulsation disappeared, though 
distinct aortic disease remained. In how far it was the fever, and in how far 
the action of the lead, which aided in the production of the pulsation, must 
remain doubtful, though probably the fever was the principal factor. The 
first case proves that lead intoxication may induce pulsation of the spleen in 
' aortic insufficiency. The second case shows either that the lead and 
fever together without the existence of aortic disease caused the pulsation, 
or that aortic a existed and brought on the pulsation before a 
murmur became audible. As fever and lead are, next to the valvular lesion, 
the commonest causes of a double tone in the femoral artery, and as it has 
been noticed that the majority of pregnant women also exhibit this double 
tone, it became interesting” to discover whether a combination of pregnancy 
and aortic insufficiency would not produce a pulsation in the spleen; and a 
case soon came to the author’s observation which showed that this could 


indeed occur. The diagnosis was — by autopsy, and Gerhardt’s paper 
VoL. 95, NO. 4.—APRIL, 1888, 


408 PROGRESS OF MEDICAL SCIENCE. 


contains an account of the symptoms and of the post-mortem lesions. The 
point of resemblance of these three factors—lead, fever, and pregnancy— 
which, with aortic insufficiency, are capable of developing pulsation of the 
spleen, rests in the fact that they all produce a double tone in the femoral 
artery. A double tone arises here when diastole and systole of the artery 
occur under great rise and fall of the blood-pressure; but in what way these 
three agents produce this effect is not clear. It seems certain that splenic 
pulsation may be present without the existence of aortic disease and these 
concomitants ; since the author has a case of tubercular empyema under 
observation in which the spleen can be felt to pulsate distinctly. 


Some NEWER METHODS FOR THE RECOGNITION OF FREE HYDROCHLORIC 
ACID IN THE GASTRIC SECRETION. 


Att (Centralblatt f. klin. Med., 1888, No. 3,8. 41) says that it is of the 
greatest importance that the practitioner should possess an accurate and con- 
venient method for recognizing the presence of free HCI in the gastric juice. 
In Riegel’s clinic, where he has made his experiments, dependence has 
been placed upon tropiolin, methyl-violet, and Congo red; the last, in the 
form of Congo paper, is especially recommended by Riegel as entirely satis- 
factory. Quite recently both Giinzburg and Boas have raised such serious 
objections against Congo red, that, if substantiated, this reagent must be aban- 
doned. The former recommends phloroglucinvanillin in its place; and the. 
latter, tropiolin paper, The objections urged are that the change from the 
red of the Congo to blue takes place equally well with the organic acids; 
and Boas claims that even a 0.03 per cent. solution of lactic acid will 
produce it. These results are very important, and would effectually destroy 
the value of the Cungo test, did not those which have been obtained in the 
very large number of cases in Riegel’s clinic entirely contradict them. 

In order to explain the contradiction, the author, associated with Kuhn, 
has made comparative studies of the delicacy of both the older and the more 
recently recommended reagents, especially of the phloroglucinvanillin and 
the tropiiolin paper reactions referred to. Control experiments were made 
with artificial lactic acid solutions, which showed that an aqueous solution of 
a strength of 0.025 to 0.03 per cent. would cause evident, though faint 
blueing of Congo paper. The'conditions were, however, quite changed when 
the gastric juice was employed; it being found that lactic acid added to the 
secretion free from HCl would not cause blueing of the paper until a strength 
of 1.02 per cent. had been reached; and though secretions from different 
cases were employed the results were the same. But such a degree of acidity 
of the gastric secretion from lactic acid does not occur in the economy, or 
only with the greatest rarity ; so that the value of the test for HC] is not at all 
influenced by this discovery. On the other band, it was found that wher- 
ever phloroglucinvanillin, tropiolin paper, methyl-violet, and tropiolin 66 
exhibited the characteristic reaction, Congo became distinctly blue; and 
where the latter was not altered, the others also remained unaffected. 
These newer tests, therefore, offer no advantages over Congo red, and are in- 
ferior to it in the ease of application. The author emphasizes the statement 
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that too much importance in any event must not be given to simple color re- 
actions, but that in each case the peptic strength should also be determined, 


SACCHARIN IN DIABETES. 


Saccharin, the new derivative of coal tar, whose wonderful sweetening 
powers have been taken advantage of to afford diabetics a substitute for 
sugar, seems to have a therapeutic as well as dietetic interest, for according 
to Koniscuitrer and EvsassEer (Deutsches Archiv f. klin. Med., vol. xl. p,. 
178) it has the power of diminishing the amount of urine as well as the per- 
centage of sugar eliminated. At least in a case of severe diabetes observed 
by them, where saccharin was given to the amount of 30 grains in the 
course of a day, this was observed, the amount of glucose and of urine 
rising again when the saccharin was omitted. 

J. HEDLEY, writing to the British Medical Journal of February 11, 1888, calls 
attention to a case in which a patient, who had been taking saccharin 
for about five days, began to complain of an abominably sweet taste con- 
stantly present in his mouth, and that everything he ate, and even the pipe 
he smoked tasted so sweet as to nauseate him, The writer surmises that this 
may be due to the fact that inasmuch as the saccharin (in part at least) passes 
unchanged through the system, it may be excreted as such by the saliva, and 
advises, consequently, that intermissions be made in its use. 


ACETONURIA IN CHILDREN. 


Baatnsky (Archiv f. Heilkunde, vol. ix.) has demonstrated the presence of 
acetone in the urine of healthy children, thus showing the existence of a 
physiological acetonuria for children as has already been done for adults. He 
found that, pathologically, acetonuria stands in closest relationship to the 
daration and intensity of the pyrexial condition, and, experimentally too, he 
found that in dogs acetonuria is intimately connected with protein waste. 


MIcROORGANISMS OF THE MALE URETHRA AND OF NORMAL URINE. 


LusTGARTEN and MANNABERG ( Vierteljahresschrift f. Dermat. und Syph., 
vol. xiv. p. 905) removed, by means of a previously heated platinum spoon, 
portions of the secretion of the mucous membrane of the normal urethra. 
Among the great variety of bacterial forms found, there were two of special 
diagnostic interest. One was a bacillus morphologically identical with the 
B. tuberculosis, and the other a diplococcus in nowise distinguishable from the 
gonococcus of gonorrhea. The bearing of this discovery upon the examina- 
tion of urine for tubercle bacilli in cases of suspected tuberculosis of the 
genito-urinary organs is obvious. For such examinations they recommend 
catheterization with a sterilized catheter, since it was found by culture ex- 


periments, that urine so obtained, not having passed through the urethra, was 
in most cases free from microdrganisms. 


MICROORGANISMS IN THE URINE OF ACUTE BRIGHT’s DISEASE. 


In three cases of acute Bright’s disease the observers just cited found that 
the urine, though collected with the proper care in sterilized vessels, contained 
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quantities of a species of streptococcus, which appeared either in the form of 
long chains of twenty to thirty cocci, or as zodéglea balls. The streptococcus 
diminished in quantity with defervescence, and increased again with each 
exacerbation, and they are, hence, inclined to believe that it stands in some 
causal relation to this disease. 


SURGERY. 


UNDER THE CHARGE OF 
J. WILLIAM WHITE, M.D., 


SURGEON TO THE PHILADELPHIA AND GERMAN HOSPITALS; CLINICAL PROFESSOR OF GENITO-URINARY 
SURGERY IN THE UNIVERSITY OF PENNSYLVANIA, 


RESECTIONS OF THE PHARYNX AND CESOPHAGUS. 


Dr. AXEL IVERSEN, of Copenhagen, in vol. xxxi. of Langenbeck’s Archiv 
fiir klinische Chirurgie, published a monograph on “Subhyoidean Pharyn- 
gotomy,” recording six cases in which he had had recourse to the operation. 
In three it was preliminary to a partial resection of the pharynx; in two for 
the extirpation of carcinomatous pharyngeal ulcers; in one for an operation 
on a cicatricial contraction of the esophagus. He now adds (Nordiskt Medi- 
ciniskt Arkiv, No, 15, vol. 19, 1887) four new cases, all of cancer of the pharynx. 
He opens the pharynx beneath the hyoid. When he finds annular ulceration 
he thinks the radical operation requires separation of the pharynx. This is 
impossible without wounding the inferior laryngeal nerves. As this always 
results in inspiratory dyspnea, obliging the patient to wear a tube, he removes 
the larynx as well, a low tracheotomy having first been performed. The 
cesophagus is drawn well up, divided, and a tube inserted and left in for ten 
or fifteen days, after which feeding is performed by means of a stomach tube. 
One of his first series of cases in which the microscope showed an unmistakable 
epithelioma, lived thirteen months, and died of an accidental complication 
without a sign of return; another lived fifteen months, and died of empyema, 
produced by the deposit in the pleural cavity of the food intended for the 
stomach, the tube having perforated the thinned csophageal wall. In this 
case there was a little local return. Of his four new cases, one died in thirty- 
seven days, one in thirty hours, one in six days, one was living and well four- 
teen months after the operation. 

Iversen comes to the following conclusions: 

1. Having lost only one subject by septic trouble, he believes that iodoform 
should be credited with this fact. 

2. He thinks two cases show the possibility of radical cure. 

8. As in four autopsies there was no metastasis, he thinks that in the 
pharynx, as in the rectum, the neoplasm remains stationary a long time. 

4. The extirpation of the larynx (as tracheotomy must surely be done at 
some time) is justifiable and proper. 

5. Alimentation caused a gain in weight, but the atrophy of the esophagus 
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which has been mentioned requires special treatment. He thinks it an 
atrophy from disuse, and recommends: a, that the patient excite reflex move- 
ments by titillation of the palate; 5, that the tube be only introduced to the 
entrance of the esophagus. 

He was not altogether successful in getting his patients first to chew their 
food and then introduce it into the stomach by the tube, though he believes 
that is the proper method of feeding. 


HEALING OF WoUNDS OF THE STOMACH IN RELATION TO VARIOUS 
SUTURES, 


Dr. ALFonso Poaat, in the Atti della Reale Academia Medica di Roma for 
1886-87, relates a number of experimental observations which have led him 
to the two following series of conclusions, the first referable to the process of 
cicatrization, the second regarding the results obtained by different methods. 

1. Raw (or freshened) surfaces of the walls of the stomach unite as speedily 
and firmly as those covered with serous membrane, even a little more rapidly 
as regards the beginning of the cicatrization along the line of section. The 
mucous surfaces, on the contrary, do not unite even when they have been 
previously freshened by curetting or by superficial excision. 

2. Wounds of the stomach treated by the method of introflexion of the 
margins (whatever the remote effects as to the form of the cicatrix may be), 
give the same results as in those sutured so that the edges of the wound are 
simply brought together. The internal projection created by the introflexion 
is very slow to disappear, 

8. When the loop of the suture embraces the mucous membrane with any 
degree of pressure, the yielding structure of the latter fails to give sufficient 
support to the thread until the delicate muscular layer is reached, and the 
little wound which results does not heal entirely by the time the suture sepa- 
rates. The regeneration of the mucous membrane is thus delayed, and cellular 
infiltration of the connective tissue occasioned. 

4. In both trifling and extensive solutions of continuity of the mucous mem- 
brane, a true process of regeneration occurs. The investing epithelium is first 
re-formed, which, in a clean-cut wound united with accurate sutures, requires 
from seven to fifteen days. The epithelium before taking the form of its own 
proper cylindrical variety, has that of pavement epithelium; the process is, 
therefore, analogous to that observed in the regeneration of the tracheal and 
uterine cylindrical epithelium. 

5. The formation of the glandular layer, on the contrary, although one 
observes it in the beginning of the cicatrizing process, proceeds with such 
slowness that months are needed for the entire reconstitution of the mucous 
membrane. 

Dr. Poggi’s second series of conclusions are as follows: 

1. That all the methods of suturing resulted in cure, but that the plan of 
extroflexion is too slow and indirect in its action; simple juxtaposition of the 
edges gives a good regular cicatrix; but the method of introflexion of the 
edges of the wound offers the greatest security. 

2. That separate suture of the mucous membrane, with the object of securing 
quicker healing, is not indicated in uncomplicated stomach wounds, and that 
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sutures of all sorts are more useful when the loop of the suture does not 
include the mucous coat, but takes in only the serous and muscular. 

2. That for security and rapidity of action the sutures of leather should be 
preferred. 

4. That cutgut sutures have given excellent results. 

The volume of Proceedings of the Royal Academy of Medicine of Rome i is 
a royal octavo of between three and four hundred pages, beautifully printed 
on fine paper, illustrated with excellent lithographs, and, both in its execution 
and in the character of the articles which it contains, reflects great credit upon 
Italian medicine and surgery. 


STITCHES IN LAPAROTOMIES. 


Dr. SEVEREANU describes (Archiv fiir klin. Chir., vol. 36, 1887) his method 
of stitching the wound after laparotomy. He sews the peritoneum with fine 
catgut, brings together the muscles and aponeuroses with thicker catgut 
sutures, carrying these through the edges of the two peritoneal surfaces with- 
out penetrating the cavity, and, finally, with double silk threads inserts 
sutures through the whole thickness of the wound without carrying them 
into the belly. 

He ties the loops of these threads over glass cylinders placed on either side 
of the wound (quill suture) and extending a little beyond it in both direc- 
tions. He then uses a superficial suture for the edges. He claims thus the 
ability to loosen or tighten the important stitches according to indication, 
and to have the tension of the wound under control. The method seems 
unnecessarily complicated. 


THe SurGIcAL TREATMENT OF DISEASES OF THE PANCREAS. 


Kart HAGENBACH (Deutsche Zeitschrift fiir Chirurgie, December 27, 1887), 
in an article especially directed to the complications produced by pancreatic 
diseases, reports two interesting cases. In one a laparotomy revealed a large 
retro-peritoneal pancreatic tumor, which on puncture was found to contain 
thin, dark colored blood. The tumor pressed upon the duodenum, and the 
transverse colon was compressed and occluded by a band of adhesions. This 
was divided, the fecal accumulation broken up and pressed onward by the 
fingers through the wall of the bowel, and the wound closed. Death occurred 
from shock in six hours. 

In the second case there was primary carcinoma of the pancreas with occlu- 
sion by pressure of the ductus choledochus and enlargement of the gall- 
bladder. Cholecystotomy was performed, the gall-bladder being first stitched 
to the abdominal walls and then opened, two days later. Death occurred in 
collapse six days after the first operation, double hypostatic pneumonia having 
developed. 

Hagenbach then gives a table of fifteen cases of pancreatic cysts collected 
from various sources. Eight of these patients were males, seven females; the 
ages varied from sixteen to forty-six years. The disease was usually chronic ; 
the symptoms and even the recognizable tumor in a third of the cases having 
existed more than five years, and in one case for as long a time as twelve years- 
In only one case did the history cover a very short period—five weeks. The 
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chief symptoms were similar in all the cases: tenderness, pain in epigastrium, 
eructations, vomiting, irregularity in movements of bowels, emaciation, after 
which almost always there was developed a painful, elastic, fluctuating tumor 
in the upper abdomen, often with a pseudo-pulsation. He thinks the char- 
acter of the cyst contents, as revealed by operation, deserving of attention, as 
Friedreich, Klebs, and Kiister have thought that in cysts of the upper abdom- 
inal region the admixture of blood in the contents, as shown by exploratory 
puncture, is characteristic of pancreatic disease. In four of the fifteen cases 
there was almost no trace of blood; in six there was a little hemorrhagic 
staining, such as is often seen in ovarian cysts; in one the blood apparently 
came from an accidental venous bleeding of the cyst-wall; in two the cyst con- 
tents are simply described as “a brownish-red fluid,” and the remaining two 
he thinks should, perhaps, be described as “hematoma.” He has collected a 
number of cases of this character which seem to demonstrate that hematoma 
(or hemorrhagic tumors due to bleeding into previously formed cysts), as well 
as other cysts of the pancreas, can be successfully treated by incision and 
drainage or tamponing ; while the “ apoplectic” cysts, formed by circumscribed 
effusion of blood into pancreatic tissue which has undergone degenerative 
change, or is invaded by neoplasm, are not amenable to treatment. He con- 
cludes with an analysis of twelve cases of occlusion of the bowel by pressure 
of pancreatic tumors, and a review of the operative treatment in stoppage 
of the ductus choledochus from the same cause. 


MICROORGANISMS IN HEPATIC DISEASE. 


After the careful clinical and pathological study of a fatal case of jaundice 
and of the general subject, Dr. F. CrmBari concludes (Zo Sperimentale, 
November, 1887) that we have in the so-called acute yellow atrophy of the liver 
(a name which he claims is neither anatomically nor clinically exact) another 
example of the influence of microbes in producing diseases. He believes that 
this form of jaundice presents the same phenomena as the group of infective 
diseases, and that it should be included among them, and thinks the acute 
degeneration of the hepatic parenchyma an effect, and not the cause of the 
malady. He calls attention to the fact, that in many of these cases of jaun- 
dice there is no diminution in the volume or weight of the liver. 


THE RADICAL CURE OF HERNIA. 


M. RICHELOT, in a discussion before the Société de Chirurgie, endeavored 
to establish the following propositions (Le Bulletin Médical, 1887, p. 1183): 
1. The careful separation, by dissection, of the hernial sac is essential to 
success, and is almost invariably feasible. 2. The same dissection is always 
possible in congenital hernias and hydroceles. Congenital hernias should be 
operated upon during adolescence, because they are exceptionally dangerous, 
and because at that age the result is more favorable. In Le Bull. Méd. of 
Dec. 18, 1887, p. 1348, he replies to the objections raised by his colleagues, the 
chief of which were, 1, that infantile congenital hernias are apt to undergo 
spontaneous cure; 2, that the radical cure is not without danger; 3, that it is 
not truly “radical.” As to the first of these points, he answers that he does 
not recommend operation during the early years of life, but a little later, after 
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bandages and trusses have failed, and when active muscular exercise has 
begun, certainly from about the fifteenth year onward. As to the second, he 
claims one hundred and forty successful cases in the practice of M. Ferrier 
and himself. As to the assertion that the operation is not usually successful, 
he says that accepting the statistics of M. Socin (who reports fifty-two cases 
with two deaths and a return of the hernia in one-third) the operation is justi- 
fiable, especially as those hernias which do return are more simple and less 
dangerous than the primitive ones. 

The New York Medical Journal of January 21, 1888, contains an interesting 
series of articles upon this subject. Dr. CHARLES McBuRNEY calls the 
attention of those who look upon the radical operation as a dangerous one to 
be undertaken only in exceptional circumstances, to the fact that every 
patient who has a hernia is already in a dangerous condition, and continually 
runs a positive risk. As to the operation, he rejects the various methods 
which aim at producing condensation of the areolar tissue outside of the sac, 
and thinks that the complete obliteration of the peritoneal pouch is the 
essential step of all truly “radical” procedures. He prefers ligature of the sac 
as the means of obliteration—a, to cutting it off and suturing it because it is 
more rapid, more sure, and avoids the danger of sudden expulsion of the in- 
testines during coughing or vomiting; 0}, to twisting it, because in the latter 
method there is danger of a portion of adherent intestine being drawn into 
the twisted canal, and because rupture of the peritoneum might result from 
the twisting; c, to Macewen’s plan of retaining the plicated sac, because that 
makes no provision for the great laxity of peritoneum around the internal 
ring in large hernias, and does not restore its naturally smooth surface at that 
point. He rejects the methods of refreshing portions of the canal and rings, 
and believes that we must look for strong and permanent repair to granula- 
tion of the wound, only to be obtained by treating it openly. He therefore 
sews together on each side of the wound (after dissecting, ligating and 
cutting off the sac) the various layers forming the abdominal wall, excluding 
of course the transversalis fascia and the peritoneum. He then packs with 
iodoform gauze. 

Dr. THomas H. BuRCHARD gives the details of his treatment of strangu- 
lated hernias, advocates early operation, and thinks that in all cases no 
operation for strangulated hernia can be said to be properly and surgically per- 
formed without the final closure of the hernial canal. In the performance of 
the operation he thinks the clinical requirements are—l1, a safe and satisfac- 
tory disposition of the sac; 2, a total obliteration of the hernial rings, and an 
accurate coaptation of the sides of the canal. He discusses the different 
methods of treating the sac. 

Dr. Ropert F. WErR believes that the mortality after kelotomy of 39 
per cent. (Kénig) and 45 per cent. (Schmidt), reported ‘for the years 1870 to 
1880, and only reduced to 36.6 per cent. (Schmidt) by the adoption of anti- 
septic precautions, was due to inoculation of the general peritoneum from 
replacement of damaged intestine or from leakage of wound secretions into 
the abdominal cavity through the left-open sac, the latter being the greater 
of the two. He believes the improvement of late years chiefly due to the 
removal or closure of the sac, and partly to the present habit of earlier 
operation. For these reasons the reports of Banks, Leisrink, and Andaregg, 
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give a total of 288 cases with 45 deaths, a mortality of 15.8 per cent., and an 
improvement of 25 per cent. This has certainly been still further reduced. In 
non-strangulated hernias operated upon for radical cure he had already re- 
ported a mortality of 4 per cent. in 379 collected cases. As to the treatment 
of the sac he is inclined to favor the operation of ligature and excision, after- 
ward sewing up the canal. As to permanency, he gives the results of 138 
cases of strangulated hernia operated on by Andaregg, Macewen, and 
Reichel, of which 68, or 49 per cent., relapsed. His own statistics show that 
in operations on free or non-strangulated hernias relapses occur in 47 per 
cent., hardly confirming the statement of Leisrink that the radical operation 
is less apt to be followed by relapse when performed for strangulated hernia. 
He believes that as to the particular method, and the final results, the opera- 
tion may be said to be still on trial. 

Drs. DE GARMO and GERsTER contribute papers on the same subject. 

Mr. JoHN PoLann, in The Practitioner for November, 1887, discusses the 
various methods of treatment of the sac in strangulated hernia, and sums up 
as follows the advantages of ligature with excision: 1. It does not usually 
involve increased risk. 2. It shuts off the peritoneal cavity. 3. It prevents 
hemorrhage into the abdomen. 2. It prevents septic peritonitis. 5. It pro- 
motes radical cure. 6. It leads to better adjustment of trusses. 

Dr. D. G. Zesas reports ( Centralblatt fiir Chirurgie, February 18, 1888) a 
case in which, after the failure by ordinary methods, a large periosteal flap 
was raised and removed from the tibia of a freshly killed dog, and was 
fastened by suture over the stump of the sac and to the surrounding tissues. 
The scar seemed much harder and firmer than ever before, and ten weeks after 
the operation there had not been a sign of a return of the hernia. 


THE TREATMENT OF VESICAL CALCULUS. 


In a paper on “Litholapaxy vs. Suprapubic Lithotomy in Children” 
(Brit. Med. Journ., October 15, 1887), Mz. W. J. WALSHAM compares recently 
published cases of these two operations with the result, he thinks, of estab- 
lishing the superiority of the former method in the removal of small and 
moderate-sized stones from male children. He mentions as the chief points 
in its favor: 1. The absence of the risks attending all cutting operations. 2. 
The absence of all after-annoyance, from escape of urine through the wound. 
8. The rapidity of cure. 4. The advantage which both operations possess 
as compared with perineal lithotomy, of leaving the perineal organs intact. 
The usual objections urged against it, are: 1. The undeveloped condition of 
the urinary organs. 2, The small size of the bladder. 3. The narrowness 
and sensitiveness of the urethra. He thinks these chimerical, and replies: 
1. That the non-development of the prostate is favorable. 2. That the ex- 
pansibility of the bladder of children enables it to hold a quite sufficient 
quantity of fluid, and to permit the efficient working of a small lithotrite. 
3. That after incising the meatus he has never met with any difficulty in 
children from three to six years of age in passing a No. 6 or 8 English (13 or 
16 French) lithotrite or catheter, and in boys from eight to ten years of age, a 
No. 10 or 11 (18 or 20 French) will readily be admitted. He gives the 
following rules as specially applicable to litholapaxy in children: a. The litho- 
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trite should be fully fenestrated and the female blade well bevelled. 5. The 
evacuating catheter should be furnished with an accurately fitting stylet in 
order that any fragment fixed in the eye may be displaced before the catheter 
is withdrawn. c. The meatus should be incised and no force used. d. 
Crushing should be thorough, evacuation (with a small aspirator) complete, 
and instruments withdrawn and reinserted as seldom as possible. 

Dr. Warp Cousins and Mr. CorLEy endorsed his views. 

SurGEoN-Masor B. C. KEELAN reports (Jbid.) 188 cases of stone operated 
upon by lateral lithotomy. Among 105, under twenty-five years of age, there 
were no deaths. Among the remaining 83 cases, from twenty-six to seventy 
years of age, there were 8 deaths. Lithotrity at the Hyderabad Medical School 
is reserved for soft small stones, and suprapubic lithotomy for stones too large 
to be removed through the perineum, the author’s experience in a few cases not 
having been favorable, and the operation appearing to him “ nearly as formid- 
able an undertaking as the Cesarean section.” In delivering the stones he 
recommends that the operator stand on a chair, as the traction cannot be made 
in the right direction (upward and forward) if he stands in front of the peri- 
neum. Resisting bandsshould be cut, not torn. In children, under five years 
of age, it is dangerous and unnecessary to introduce the finger into the bladder. 
A grooved director may be introduced into the bladder through the perineal 
wound, and the forceps passed along it. (The writer assisted Dr. D. Hayes 
Agnew in a lithotomy in which he successfully used this method some months 
ago.) In only 4 of the 188 cases was there troublesome hemorrhage, and 
in these it was controlled by a pad of carbolized tow placed over the lips 
of the wound, previously brought together and held there by a strong man. 
He concludes by asserting the improbability that lithotrity or suprapubic 
lithotomy will ever supersede the lateral method, and maintains that the 
asserted dangers are anatomical and theoretical, not surgical, that the trans- 
verse perineal, long perineal, and bulbar arteries are insignificant, and that 
the pudic, the only large artery of the perineum, is protected by the tuber 
ischii. 

Dr. Ropert CRAN reports ( The Lancet, Dec. 31, 1887) his first case of supra- 
pubic lithotomy, in which the patient was in the hospital forty-two days, his 
longest period previously, by lateral lithotomy, having been twenty-three 
days. 

SurGEON-MaJsor P. J. FREYER reports (British Medical Journal, Dec. 24, 
1887) 100 cases of operation for stone without a death. Of these 16 were litho- 
lapaxies in male children. Although he has had 165 lithotomies in patients 
below sixteen years without losing a case, he believes litholapaxy a safe and 
justifiable operation, possessing the great advantages of rapidity of cure and 
avoidance of cutting. He names the following points as noticeable in regard 
to the operation on male children: 1, A more variable capacity of the urethra, 
as compared with adults. 2. Greater need for delicacy, and especially for 
experience in operating. 3. Greater slowness of operation, as stone must be 
ground very fine to enable it to pass through the small evacuator. 4. Greater 
danger of leaving behind fragments, as the stream is small and not so forcible. 
5. Difficulty in passing instrument, greatest in first two inches of urethra. 6. 
Difficulty in reintroduction owing to rapid congestion of mucous membrane. 
7. Almost invariable necessity for slitting meatus. 8. Greater danger of 
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forcible introduction of instrument. He looks on suprapubic lithotomy as 
a “necessary evil,” to be had recourse to only in cases in which neither 
litholapaxy nor lateral lithotomy can be performed. 

Von Dire. ( Wiener med. Wochenschrift, Nos. 42-46, 1887) calls attention 
to the danger attending dilatation of the bladder with air or fluids as prepara- 
tory to suprapubic lithotomy. He made experiments on the dead bodies of 
twenty persons, varying in age from two to seventy years, and came to the 
following conclusions: 1. Injections of the bladder with air or fluids can pro- 
duce rupture. 2. Even seven ounces of fluid, or quantitics insufficient to 
raise the bladder above the symphysis, may cause this. 3. Certain conditions, 
such as cicatrices, diverticuli, ulceration, etc., predispose to this, and such 
conditions cannot be diagnosed beforehand. The method of raising the 
bladder above the symphysis for suprapubic operations by injections, there- 
fore, in some cases causes imminent danger to the life of the patient. (The 
London Med. Record, Nov. 15, 1887.) 

LANGENBUCH has suggested a subpubic method of reaching the bladder 
which is described in The Med. and Surg. Reporter of Jan. 14, 1888. He has 
never practised it, and as it involves a possible necessity for chiselling away 
the lower portion of the pubic bone, and a counter-incision through the 
perineum for drainage, it does not seem to have much to recommend it. 

Dr. EpMunD ASSENDELFT concludes, in vol. 36 of the Archiv fiir klin. 
Chirurgie (p. 498), his record of 102 cases of high operation for stone. Two 
cases died, but one, aged four, from general marasmus, intestinal ulceration, 
and purulent bronchitis. His mortality, therefore, was about one per cent. 
The cases are reported with considerable detail. 


AFFECTIONS OF THE EXTERNAL ILIAC GLANDS CONSECUTIVE TO 
INGUINAL BUBOEs. 


M. E. OpManson (Nordiskt mediciniskt Archiv, Hift 2, 1887), after alluding 
to the mémoire of Clerc upon the enlargement of the iliac glands in certain 
strumous conditions and to the observations of Fournier, who in three autopsies 
found multiple iliac adenitis in persons suffering with primary syphilis, de- 
scribes a series of cases of adenitis and peri-adenitis of these glands with 
reference to the different forms and situations of the buboes which provoked 
them. In another series of six cases suppuration of the glandular tumor or 
considerable swelling of the whole iliac region occurred. 

The group especially involved is that immediately behind Poupart’s liga- 
ment. He describes with some detail the diagnostic points and the indica- 
tions for treatment. 


THE TREATMENT OF CAROTID HEMORRHAGE. 


Mr. FREDERICK TREVES, believing that the ligature of main arteries for the 
arrest of bleeding in distant parts is often somewhat blindly advised, and 
thinking that it is not always desirable permanently to occlude a main artery 
in order to bring about an arrest of circulation in one of its branches, ex- 
posed in four cases the common carotid, in the usual way, and passed around 
it a thick piece of soft catgut tied in a loose loop. By pulling upon this loop 
the circulation through the vessel could be temporarily arrested. The cases 
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were wound of superior thyroid, of external carotid, of internal carotid, and 
a case of malignant tumor of the neck, in which tension of the catgut arrested 
the bleeding during the operation. He thinks that by this procedure the ad- 
vantages that attend compression of an artery or the temporary closure of its 
lumen in the case of a limb may be secured for the carotid district, Antiseptic 
precautions minimize the risks. As to the possibility of damage to the coats 
of the vessel or the risks of the temporary occlusion, he thinks time and further 
experience will have to decide.— The Lancet, Jan. 21, 1888. 


THE TREATMENT OF VARICES BY LIGATURE OF THE INTERNAL 
SAPHENOUS VEIN AND EXTIRPATION. 


After a brief review of the results obtained by Schede, Annandale, Made- 
lung, Langenbeck, Fry, and others, in extirpating varices, M. Ep. ScHwARTz 
details (Rev. Gén. de Clin. et de Sper., Feb. 2, 1888) three cases in which he 
tied the internal saphenous vein at two or three different places, dividing it 
between ligatures, the indications being in one case a very painful varicose 
swelling at the inner border of the knee, in another an extensive ulcer, in 
the third great varicose enlargements of the leg. In the one first mentioned, 
the venous tumor, having become hard and firm from thrombosis, was enu- 
cleated three days after the ligation of the vein. Eight months later there 
was no serious return of trouble. The ulcer, which was two by two and a 
half inches in size and had persisted for six months, resisting other treat- 
ment, healed in eight days. Five months after, the cure remained complete, 
The third case did not report for observation, but the immediate result was a 
complete cure. 

M. Schwartz believes with Langenbeck that, in these cases as in the opera- 
tive treatment of hernia, a long time must elapse before a “ radical cure” can 
be claimed, but thinks it safe to say that the multiple antiseptic ligature of 
varices and even their extirpation when they form painful tumors is strongly 
indicated, especially when the means usually adopted have proved ineffective 
and the patients are not much beyond middle age. 


THE ANTISEPTIC INJECTION OF INFLAMED JOINTS. 


HaGER strongly advocates (Deutsche Zeitschrift fiir Chirurgie, vol. xxvii., 
1887) the early use of antiseptic injection in a variety of cases of arthritis. 
He has used various liquids, but employs 1: 20 carbolic acid solution or 1: 1000 
sublimate solution, according to the character of the inflammation. He 
believes that a portion of the good effects realized from the use of the former 
fluid is due to its astringent property, and cites the practice of Dr. Schede, 
who has used it as an intra-articular injection in cases of habitual luxation of 
the shoulder-joint, and with excellent effect. He has himself cured a case of 
the well-known troublesome relaxation of the temporo-maxillary joint by a 
series of carbolic injections into the articulation, inserting them between the 
condyle and the zygoma, while the mouth was widely opened. 

Of 100 cases of Aydrops articuli of the knee, a cure resulted in all but one, 
who died of pulmonary tuberculosis a few weeks afterward. In only four 
instances was it necessary to repeat the injection and washing of the joint, 
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although in nearly fifty per cent. of the cases the disease had existed for from 
one to ten years. 

Gonorrheal arthritis he divides into two groups: 1. Those cases in which 
there is a pronounced exudation into the joints; 2. Those in which there is 
intense periarthritis with but trifling fibrinous effusion. His results were, as 
might be expected, especially good in the first class of cases, nine of which he 
treated by the injection method. In those of the second group they were, at 
least, as satisfactory as those attained by the usual methods. He details other 
cases of rheumatic, tuberculous, and fungous forms of arthritis of various 
joints, in which more or less complete cures were obtained in relatively very 
short periods of time. He dwells, in conclusion, upon the simplicity and 
safety of his method of treatment, which, even in those cases that might have 
been curable by other means, shortens the time required, and immediately 
relieves the joint of effusion which often persists for years. In other cases 
incision and drainage would have been thought justifiable, but puncture and 
washing out answered the same purpose, with much less difficulty and danger. 

The operation is performed as follows: The region is cleaned and made 
absolutely aseptic; a trocar is introduced into the joint, together with a canula 
fitting the syringe to be employed. After it is evident that it has entered the 
cavity, the trocar is withdrawn, the fluid evacuated, and the antiseptic solu- 
tion injected forcibly and repeatedly until it issues clear and free from all 
mixture with blood or pus. It should be thoroughly diffused so as to come 
into contact with the inner surface of the capsule at every point. Strong 
flexion and extension, made while the trocar opening is closed with the fingers, 
and the joint half filled with fluid, aid in bringing this about. Some cau- 
tion is necessary in performing this part of the operation, as it has happened 
to as distinguished a surgeon as Billroth to lose a patient by carbolic acid 
poisoning from penetration of the intermuscular spaces of the thigh by the 
liquid forced out of the capsule by too vigorous movement. 

The little puncture is covered with an antiseptic dressing and the joint 
immobilized for eight or ten days, after which, at a time depending on the 
severity of the case, passive motion is begun. He gives details as to the best 
points of entrance of the various joints. The paper is a valuable contribution 
to this branch of surgery. 


LoosE BoDIEs IN THE JOINTS. 

Kone (Deutsche Zeitschrift fiir Chirurgie, 1887, vol. xxvii.), after a descrip- 
tion of three cases of movable bodies in the elbow-joint, and after describing 
the dissections of five joints in cases of arthritis deformans and others in 
which free bodies existed, comes to the following conclusions: 1. The forma- 
tion of a loose body in a joint as the result of a separation of a portion of the 
joint surface through injury is relatively rare, and is conceivable only where 
the force is very severe. 2. As a result of such great force, a portion of the 
joint surface may be torn off through its ligamentous attachments; or a whole 
section of the articular surface—as, for instance, the head of the radius or 
that of the femur—may be broken off through leverage as well as through 
crushing force. It is practically impossible that flat pieces could be separated 
in this way from the articular extremities of bones without giving rise to 
some injury of the joint itself. 8. It is, however, quite conceivable that such 
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portions of bone could be so badly contused by traumatism as to become 
necrosed and separated through inflammatory processes. 4. There is an 
idiopathic dissecting osteochondritis which, without noteworthy injury to a 
joint, gives rise to separation of portions of joint surface. A large number of 
cases of movable bodies in joints, until now believed to be traumatic in their 
origin, have arisen in this way. 5. The etiology of this supposed pathologico- 
anatomical process is at present unknown. 


MALIGNANT TUMORS OF THE UPPER JAW. 


Dr. W. T. HELMUTH reports (Annals of Surgery, December, 1887) five 
cases from which he believes the following clinical deductions may be drawn, 
without regard to the microscopic examination : 

1. Giant-celled sarcomas (myeloid tumors) are prone to affect the upper jaw 
more frequently than any other malignant growths. 2. The subperiosteal 
tumors are in their early stage difficult to diagnose from the ordinary epulis. 
8. Sections of the latter are much firmer than the former and contain more 
fibrous tissue. 4. Cut surfaces of myeloid growths resemble very closely sec- 
tions of bits of marrow or suet. 5. Myeloid tumors do not bleed readily—in 
fact, can be handled almost with impunity so far as bleeding is concerned. 6. 
The integument covering sarcomas of the jaw does not infiltrate, marking a 
strong clinical contrast in this respect to carcinoma. 7. The integument 
covering sarcomas of the jaw is liable to inflame, and suppuration and ulcera- 
tion to ensue from distention and pressure of the diseased mass beneath. This 
complicates the diagnosis. 8. The fibroid epulis is liable to degenerate and 
at each recurrence to become more malignant. 9. In the majority of cases 
sarcomas of the upper jaw are very liable to destroy life, death generally 
occurring from asthenia. 10. The earlier and more complete the excision 
the longer the period of immunity. 


OTOLOGY. 


UNDER THE CHARGE OF 
CHARLES H. BURNETT, M_D., 


PROFESSOR OF OTOLOGY IN THE PHILADELPHIA POLYCLINIC AND COLLEGE FOR GRADUATES IN MEDICINE, ETC, 


CHRONIC SUPPURATIVE OTITIS MEDIA. 


In a paper of this title, read at the meeting of the Otological Section of the 
American Medical Association, June, 1887, Dr. 8. 8. BisHop, of Chicago, 
seems to start out with an erroneous impression as to the true form in which 
the so-called “dry treatment” is to be carried out. 

Your reporter has never yet seen any authority recommend hermetical 
closure of the external auditory canal by means of insufflated powders. Yet 
this asserted feature in the treatment is constantly brought forward by those 
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who desire to condemn the method of dry treatment, which really consists in 
gently dusting or insufflating just enough powdered boric acid to cover 
lightly the exposed mucous membrane of the drum cavity and the membrana 
tympani. 

No good can be obtained by tamponing the external ear with any sub- 
stance; it has never been recommended by any authority on otology; and no 
bad result has ever arisen from the gentle and conservative use of insufflated 
boric acid, or boric acid with iodoform (one of the latter to seven of the 
former), as has been fully explained by numerous authorities. Ifthe method 
will be misunderstood or misrepresented, those who approve of it have 
nothing to do with confuting false conclusions drawn from erroneous 
premises. 


TREATMENT OF OTORRH@A WITH POWDERED Boric ACID. 


Dr. L. StackeE, of Erfurt (Deutsche med. Wochenschrift, December 8 and 15, 
1887), very justly claims that in some cases of acute otitis media, after either 
spontaneous or surgical perforation of the membrana tympani, the insuffla- 
tion of boric acid in powder, or of any: other powdered substance, is not well 
borne by the inflamed mucous membrane of the middle ear. 

Antisepsis of the middle ear in acute suppuration cannot be carried out 
like antisepsis elsewhere in the body, on account of the resentment shown by 
the mucous membrane of the tympanic cavity to the ordinary antiseptic 
fluids. 

Insufflations of boric acid in powder act best in large perforations of the 
membrana tympani, because they can then better reach the diseased mucous 
membrane, and there is also less danger of clogging the drum cavity and 
engendering retention of pus. 

In perforations of the membrana flaccida or Shrapnell’s membrane, with 
purulent disease of the attic of the tympanic cavity, powder insufflations are 
insufficient treatment. In such cases the tympanic syringe must be inserted 
into the perforation and the attic washed out with carbolic acid solutions 
(23-5 per cent.), or with peroxide of hydrogen, and not by means of syringing 
from the meatus, as the writer suggests, after “widening the perforation 
with the galvanocautery.” If this will not meet the indications, the carious 
malleus may be excised. 

Insufflations of powdered boric acid accomplish most in those cases “with 
little secretion; large perforations in the membrana vibrans; smooth, un- 
granulating mucous membrane; and absence of disease of the bone, or any 
symptoms of retention of pus.” 


| 
4 


PROGRESS OF MEDICAL SCIENCE. 


DISBASES OF THE LARYNX AND CONTIGUOUS 
STRUCTURES. 


UNDER THE CHARGE OF 
J. SOLIS-COHEN, M.D., 


OF PHILADELPHIA. 


Sorr DRAINAGE TUBES IN TRACHEOTOMY IN PLACE OF METALLIC 
CANULZE. 


Dr. ScumMmpTMAN, of Wilhelmshaven (Deutsche med. Woch., No. 49, 
December 8, 1887), claims to avoid much of the trouble after tracheotomy 
due to irritation of the mucous membrane from hard canule, by substituting 
soft rubber drainage tubes adjusted to the calibre of the trachea. The sides 
of the tracheal incision are separated by threads inserted into the walls, 
drawn back and tied, so as to prevent any occlusion of the soft tube by re- 
siliency of the sides of the incision. The soft tube is secured by threads on 
each side passed through its substance, and which are retained in place by 
adhesive strips. It is stated that when the tube fits the trachea it cannot be 
expelled in the most violent paroxysms of coughing. The tubes are retained 
in position for three days before they are removed, and then there is no diffi- 
culty in replacing them through the well-formed fistula. Should they be 
removed before this time they can be replaced with the aid of dressing forceps 
to pinch the sides of the orifice together. It is said, too, that the formation 
of coriaceous crusts which occlude the tube is much less than with metal 
tubes, and that as there is no impediment to the currents of expiration by 
striking the plate of the canula, emphysema is not likely to occur from escape 
of air into the connective tissue. The advantages of soft rubber tubes over 
the ordinary rigid tubes are thus summed up: 1. Accurate adjustment in 
accordance with the anatomical conditions of each case. 2. Occlusion of the 
trachea above the tube. 3. Greater calibre of the tube. 4. Diminished 
irritation of the soft parts. 5. Auto-fixation of the tube. 6. Diminished 
formation of crusts. 7. Less frequent changes of tubes. 8. Readiness of 
appliance and cheapness. 


LARYNGECTOMY IN CARCINOMA. 


Dr. Rusuton PARKER, of Liverpool, reports (Berliner klin. Woch., Jan. 9, 
1888, p. 26) a case of at first partial, and later, complete extirpation of the 
larynx for carcinoma, followed by recurrence and death. 

A man, et. thirty-nine, with a papillary tumor, supposed to be an epithelioma, 
almost filling the larynx, was tracheotomized February 22, 1887. On March 
15th, under chloroform, the left half of the thyroid cartilage and the epiglottis 
were removed, together with as much of the infiltrated pharynx and tonsil of 
that side as was involved in the tumor. 

On May 24th, another portion of the larynx was removed in consequence 
of recurrence, and on June 22d the remainder of the larynx, the adjacent 
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portions of the pharynx and esophagus and the lymphatic glands in the sub- 
maxillary region and along the carotid to the base of the skull. Rapid 
recurrence again ensued with vomiting, cough, and suffocative attacks, rapid 
emaciation, and death on August 30th. 
THE DANGER OF CHLOROFORM IN TRACHEOTOMY FOR EXTENSIVE 
GROWTHS IN THE LARYNX. 


In Dr. RusHtTon PARKER’s report of a tracheotomy preliminary to laryn- 
gectomy for carcinoma (see under laryngectomy), cyanosis and pulselessness 
were so marked after administration of chloroform that the operation was 
almost about to be abandoned under the belief that death had taken place, 
when a feeble pulsatory elevation of the thyroid isthmus led the operator to 
incise the first ring of the trachea, and thus save the patient’s life. 


STENOsIS OF THE LARYNX. 


Dr. Tuost, of Hamburg (Zur Behandlung der Larynxstenosen mit Kran- 
kenvorstellung; Deutsche med. Woch., No. 46, Nov. 17, 1887), exhibited to the 
Aerztlicher Verein zu Hamburg, two patients treated by Schritter’s method, 
one of whom had become able to dispense with the tracheal canula. Trache- 
otomy had become necessary during severe typhoid fever. In this disease 
laryngeal ulcers occur which lead to edema, or which penetrate more deeply 
and excite perichondritic processes which render tracheotomy necessary. 
There are four forms of ulcers: 1. Characteristic typhic ulcers analogous to the 
process in the intestine (Rokitansky). 2. Secondary diphtheritic ulcers 
which are the most frequent and which occur likewise in the tonsil and the 
pharynx. 4. Ulcers of decubitus principally at the close of the typhus, and 
due to debility. 4. Mycotic ulcers (Eppinger) which occur in the epi- 
glottis and vocal bands, oval or circular, usually small without inflammatory 
areola. They are due to microérganisms which penetrate deeply, micrococci 
and a sort of bacillus which destroy the cartilages, chiefly the vocal process. 
According to E. Friinkel they are not identical with the bacillus of typhoid 
described by Eberth-Gaffky. 

CasE I.—F. W.., aged thirty-four, laborer, took ill September, 1886. Severe 
typhoid with bronchitis and intestinal hemorrhage. Toward end of October 
infiltration of hyoid bone, dysphagia; after eight days, hoarseness; on No- 
vember 30th, dyspnea, which increased and rendered tracheotomy necessary 
in the ninth week. A diphtheritic process extending to the pharynx was in- 
ferred. Middle of January, vocal bands and arytenoid movable; severe in- 
filtration of laryngeal mucous membrane leaving a narrow slit-formed pas- 
sage. Granulations of upper portion of tracheal wound almost occluding 
the trachea. Destruction of granulations with electric cautery. Frequent 
interruptions of treatment by cedema of arytenoid, intestinal diarrhea, and 
other conditions. Introduction of bougies, No. 10, every evening and allowed 
to remain until morning. 

Introduction of Stérk’s dilatation canula during the day. 

Case II.—Merchant, aged twenty-one. Tracheotomy toward the end of 
eighth week. Slow convalescence. Immobility of right side of larynx; 
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angle of tracheal wound. Granulations destroyed with electric cautery, and 
later with Schrétter’s forceps through the mouth. Dilatation with Schrétter’s 
three bladed dilator. Introduction of Stérk’s dilating canula. Use of bougies 
up to the largest (No. 20). Introduction of Schrétter’s hard-rubber tubes. On 
removal of canula (April 4th) great retraction of tracheal cicatrix rendering 
reopening of trachea necessary on the third day. Introduction of thick tin 
bougies and the thickest hard-rubber catheter (No. 12) three times daily for 
forty-five minutes. Patient readily learned to introduce them. June 30th, 
removal of canula. The wound closed rapidly. Patient breathes easily, 
speaks with hoarse but audible voice. Introduces the catheter daily. 

Before the treatment the nose was affected so that there was neither secre- 
tion nor smell, but it became normal again. 

It was supposed that an ulcer from decubitus had occurred in this case 
which was localized on the right arytenoid cartilage and had led to perichon- 
dritis, and which healed with ankylosis of the right crico-arytenoid joint. 


Extrinsic STENOSIS OF THE LARYNX FROM GOITRE. 


Dr. GeorGe H. Bostey reports (New York Medical Journal, January 28, 
1888) a case of laryngeal stenosis due to compression by goitre, the address 
shown in the management of which, in an emergency threatening immediate 
death by suffocation, commands our especial admiration and commendation. 
Briefly: A girl, eighteen years of age, had a goitre of moderate size which 
at night frequently gave rise to suffocative paroxysms. On one occasion she 
was becoming rapidly asphyxiated in the doctor’s presence when, with rare 
decision, he promptly made an incision into the trachea through the goitre, 
and undeterred by hemorrhage passed the handle of his scapel through and 
then turned it crosswise to dilate the wound. No air entering he cut off the 
end of his Jacques catheter and pushed it through an obstruction lower down. 
Breathing having ceased, artificial respiration was successfully instituted 
while the father was, by order, compressing the bleeding vessels with his 
fingers; after which a catheter of larger calibre was procured and introduced, 
and, subsequently, a long Keenig tracheal canula was inserted. Eight months 
later its removal was followed by immediate collapse of the trachea necessi- 
tating reintroduction. Meanwhile the goitre was being treated with injections 
of tincture of iodine, while calcium lactophosphate was administered in the 
hope of hardening the tracheal rings. The long tube was exchanged for a 
short one at about the fifteenth month after the incision of the trachea, and 
this was permanently withdrawn about one month later, the neck having 
become of normal size and the trachea and larynx perfect on laryngoscopic 


inspection. 


LIGATURE OF BOTH LINGUALS, FOR CONGENITAL MACROGLOSSIA. 

Dr. FEHLEISEN, of Berlin, reports (Berliner klinische Wochenschrift, No, 
50, December 12, 1887) great improvement in a child operated upon at thir- 
teen months of age by Pirogoff’s method. While the tongue at the end of a 
year had not receded to the usual size, considerable reduction had taken 
place so that it no longer protruded beyond the teeth, and the patient was 
able to speak single words. Inasmuch as even excision of a triangular seg- 
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ment of the tongue is not always successful, Dr. Fehleisen contends that the 
safety of this method of operating recommends it for further trial. 


Tue Use oF A STATIONARY CANULA IN TREATING CARCINOMATOUS 
STRICTURE OF THE (ESOPHAGUS. 


In an address by Dr. E. LEYDEN and Dr. RENVERS (Deutsche medicinische 
Wochenschrift, No.50, December 15, 1887) before the Medical Society of Berlin, 
two patients with carcinomatous stricture of the esophagus were exhibited to 
illustrate the unusually favorable results obtained with the use of a canula intro- 
duced through the stricture and retained in position, according to J. Symond’s 
method (British Medical Journal, April 22, 1887) somewhat modified and im- 
proved. One patient, a female, wore for six months a tube, about the size of 
a goose quill, and her cesophagus became again thoroughly permeable for 
fluids. The food introduced was fluid only, for solid nutriment, no matter 
how finely divided, readily plugs the tube. On April 25th, the patient weighed 
42.5 kilograms, and, after losing one kilogram during the earlier portion of 
the treatment, increased in weight to 43.46; by June, to 46; by August 2d, 
to 49.60; 60 by October 22d, and to 49.16 by November 2; in all, nearly 
8 kilograms, or 16 pounds. 

The other patient, a male, did still better. He is a smith, fifty years of age, 
and was admitted June 13th with marked carcinomatous stricture of the 
cesophagus. He soon increased in weight, and was discharged at his own re- 
quest on August 8th, wearing the tube; having gained seven kilograms within 
less than two months. He resumed work, but at the end of September wrote 
an urgent letter stating that his tube was clogged and asking what should be 
done. He was told to withdraw the tube. On doing so, he found that he 
could get no nourishment through the stricture. He returned to the hospital 
October 3d, having lost about ten kilograms in weight. It was impossible 
to pass the stricture for several days, during which time nourishment per 
rectum was resorted to several times aday. An csophageal tube was event- 
ually passed through the stricture and allowed to remain in position for 
several days, when it was withdrawn and replaced with the permanent canula. 
In seven weeks the weight increased from forty-eight to sixty kilograms, or at 
the rate of about half a pound a day. 

How long life may be prolonged by this method of treatment is as yet un- 
certain. Experience teaches that patients perish from inanition in ten 
months, or thereabout, as the rule. In the two patients exhibited nourish- 
ment had been maintained for seven months with increase of weight, a 
general sense of feeling well, and without any evidence of material progress 
in the disease threatening life in other directions. 

The canula employed is funnel shaped. When the stricture is not more than 
an inch and a quarter in length and is situated in the lower and middle thirds 
of the esophagus, the best canula is one of hard rubber, an inch and a quarter 
to two inches in length, which is passed through the stricture by the aid of two 
silken loops at the side, which serve likewise for its withdrawal when requisite. 
When the stricture occupies the upper third of the esophagus, especially 
in the region of the cricoid cartilage, or when it is more than one or two 
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inches in length, elastic canule are preferable, but. they have the disadvan- 
tage of undergoing softening, and have to be renewed frequently. Prelimi- 
nary treatment of the esophagus must precede their use in order to restrain 
the disintegration of the mucous membrane, and the dilatation above the 
stricture. The patient is, therefore, nourished by the bowel for several days 
in order to keep decomposing particles of food from the ulcerated places ; 
and during this period the dilated portion of the esophagus and the ulcers 
are cleansed with antiseptic solutions. If the stricture is found permeable, 
or made so by careful dilatation with bougies, a whalebone guide is used with 
an ivory obturator adjusted to the lower opening of the canula, and a secon« 
obturator at the upper opening than which it is somewhat larger. This is 
secured to the canula by two silk loops passing through the adjacent perfora- 
tions in the edge of the canula, and the whole appliance is manipulated like 
the ordinary esophageal bougie. The point to which the sound can be carried 
without hindrance is marked on the handle of the staff, and when this has 
been reached the funnel-shaped canula is passed into the stricture. The 
thread is then removed from the staff, and the staff is loosened a little and then 
carefully withdrawn from the canula and from the esophagus. The canula 
remains in the esophagus, and the ends of the threads attached to it are 
outside the mouth. These are tied around the ear, and may eventually be 
carried through the nose with benefit. 

If an elastic tube is used it is passed, after the method of Symond’s, by 
means of a long, thin, whalebone staff over which an elastic bougie is so 
arranged that it can be fixed at any point by means of a screw. The whale- 
bone sound is passed through the elastic funnel-shaped tube so far as to 
occlude the lower orifice, and then the bougie is pushed as far as possible into 
the funnel-shaped upper orifice, and fixed with a screw, when the appliance 
is manipulated as before. 

Renvers has found it advantageous to flatten the canula a little trans- 
versely so as to facilitate its passage past the rigid cricoid cartilage. 

If there be no stricture below it, the patient is in a condition to swallow 
considerable quantities of fluid nourishment successively as soon as the canula 
is in place. 

Should the canula become occluded it is withdrawn by means of the silken 
loops attached to it, as it also is when in consequence of dilatation a larger 
permanent tube is to be introduced. 

The hard rubber tube can be worn uninterrupted!y as long as six months ; 
the elastic ones for about four weeks. With the material at present used for 
these tubes Renvers recommends that they be not used longer than fourteen 
days lest they soften so much that the thread tears through them. Should 
such a thing happen it would be necessary to push the tube down into the 
stomach. 

In removing the tube from the esophagus the tug on the thread must be 
made in the long axis of the tube. The patient should sit on a low stool. The 
left forefinger should be carried to the pharynx, and the thread be brought 
over the tip of the finger, which should then exert upon the thread a slowly 

increasing pull upward. The tubes are usually firmly imbedded in the stric- 
ture, but once loosened readily follow the tug. 
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OBSTETRIOS. 


UNDER THE CHARGE OF 
EDWARD P. DAVIS, A.M., M.D., 


OF PHILADELPHIA. 


FATAL INTOXICATION FROM DILUTE SOLUTIONS OF BICHLORIDE OF 
MERCURY. 


STEFFECK, of Hofmeier’s Clinic at Giessen, reports in the Centralblatt fiir 
Gynikologie, No. 5, 1888, the following case which is instructive as an instance 
of fatal intoxication after the use of but two intrauterine douches of weak 
solutions of mercuric chloride. 

The patient was a multipara, who miscarried at five months with a macer- 
ated foetus. Her antiseptic treatment consisted in a bath on admission to the 
hospital; cleansing of the external genitals with 1 : 1000 solution of bichloride 
of mercury ; and vaginal douches of 1: 3000 bichloride solution given once 
daily, in quantity of one quart, during the five days in which her miscarriage 
occurred. The placenta was retained after the expulsion of the foetus; as 
hemorrhage persisted to some extent the vagina was tamponed with iodoform 
gauze. After the placental retention had persisted for more than twenty-four 
hours, the patient was anesthetized, the customary vaginal douche given, an 
intrauterine douche of one quart of 1: 5000 was used, the placenta removed, 
and an intrauterine douche of one quart of hot mercurial solution, 1 : 5000, 
was employed to check the hemorrhage; ergotin was also administered. 

One hour after the removal of the placenta pronounced symptoms of mer- 
curial enteritis supervened, fullowed by stomatitis and acute nephritis, with 
anuria. Death occurred in seven days after poisoning. The post-mortem 
examination revealed dysenteric enteritis, acute parenchymatous nephritis, 
with slight emphysema and pulmonary edema, The intestinal lesions were 
so pronounced as to be typical. 

Steffeck ascribes the poisoning to the intrauterine douche which was given 
after the removal of the placenta, when he thinks that the mercurial entered 
the circulation directly through the placental site. In view of the dangers of 
intrauterine douches of bichloride of mercury, their use has been abandoned 
at the clinic at Giessen. Vaginal douches only, of bichloride solution, and 
these preferably before labor, are now permitted. 

In commenting upon his case, Steffeck emphasizes the fact that every pre- 
caution was taken to empty the uterus after the douche, and that uterine 
contraction after the expulsion of its contents was excellent. The cases 
reported by Fleischmann and von Herff are somewhat similar, but not so - 
striking examples of direct intoxication. 


CREOLIN, AN INNOCUOUS ANTISEPTIC. 


Kortoém, in the Centralblatt fiir Gynikologie, No. 6, 1888, reports that he 
has extended his clinical studies in the use of creolin, and now urges a trial 
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of its virtues upon obstetricians. He considers it of especial value for two 
reasons: it is hemostatic, it is innocuous. 

In cases of ruptured perineum he obtained especially good results by 
placing compresses saturated with a one-half per cent. solution on each side 
of the stitches, and irrigating the parts freely with the same solution. Perineal 
wounds so treated healed with less irritation than any he had ever observed, 
He has also used tampons, saturated with a two per cent. solution of creolin, 
to check hemorrhage, and found that they could remain for from twelve to 
twenty-four hours in situ without any evidence of decomposition. Creolin 
does not irritate the hands, and may be given to nurses and patients for use 
during the lying-in period without fear of intoxication. 

[In addition to Kortiim’s experiments, Neudérfer has used creolin in general 
surgery at his clinic in Vienna with the best results. He found that it relieves 
pain, checks hemorrhage, and limits suppuration. He considers a one-half 
per cent. solution efficient, which he made freshly for each application by 
adding two drops of creolin to six ounces of water. The result is a milky 
fluid, resembling somewhat carbolic acid in odor. Creolin is a sort of tar, 
obtained from English pit coals by dry distillation and from which the 
poisonous hydrocarbons have been eliminated; its chemical constitution is 
not yet established. Inquiry for creolin disclosed the fact that it is not com- 
monly for sale in the American market; a recent number of the Druggist’s 
Circular mentions it as a well-known English proprietary article. “ Little’s 
Soluble Phenyle” is a preparation in common use in England, corresponding 
in many points to creolin, and is obtainable in this country. A more elegant 
and expensive preparation is ‘‘ Coal-tar Saponiné,” made by Pharmacist Le 
Beuf, of Paris. This is in extensive use in the Paris hospitals, and in the 
French army and navy. It is evident that while the well-known “ Phénol 
Sodique” has been found convenient in private obstetric practice, it does not 
present all the advantages claimed for creolin.—Eb. } 


SPONTANEOUS EVOLUTION OF FACE PRESENTATION INTO VERTEX 
PRESENTATION. 


FROMEL reports, in the Wiener medizinische Presse, No. 7, 1888, the following 
case from the obstetrical wards of Professor Breisky : 

A multipara, whose previous labors had been normal, presented, when 
admitted to the hospital, the following points of clinical interest: Examina- 
tion of the pelvis showed a slight contraction of the external diagonal 
conjugate; the promontory of the sacrum was readily reached; the uterus 
was deflected to the mother’s right side; the back of the child was on the 
mother’s left side, the face presented, the forehead being on the left side and 
the chin directly opposite, upon the right; the head was high in the pelvis, 
and freely movable. 

The patient was ordered to lie on her left side, to rectify the positiun of the 
uterus. Three hours after the first examination the membranes ruptured 
spontaneously, and the vertex presented, in first position, with the right arm. 
While efforts were being made to replace the arm, delivery occurred 
spontaneously. 

Frémel considers that the following predisposing causes of face presentation 
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were present in this case: The patient was a multipara; the uterus was 
deviated from its normal position, toward the mother’s right side; the head 
was large, and, while the membranes were intact, it remained obliquely at 
the superior strait, its posterior circumference resting against the left ilium ; 
the occiput thus encountered greater resistance than the forehead, which 
descended first; prolapse of the arm was present; the head was large, but not 
dolichocephalic; the liquor amnii was abundant. The evolution of the face 
into the vertex presentation was effected by the contraction of the distended 
uterine muscle upon its left side, and favored by the position which the patient 
assumed, lying on her left side. 


Two Porro OPERATIONS FOR ATRESIA VAGINZ; RECOVERY. 


At a meeting of the Society of German Physicians of Prague WEYDLICH 
reported two successful Porro operations, as follows: 

The first was performed upon a primipara, thirty-two years old, who had 
scarlatina severely when eleven. Two years previous to the operation she 
was treated in the hospital for wounds of the vagina following coitus. 
Although an operation to restore the lumen of the vagina was urged upon 
her then, she refused, and was finally brought to Schauta’s wards approaching 
the end of pregnancy. Atresia vaginz was almost complete; the os uteri was 
partly dilated ; the head was partially impacted in the pelvis. The Porro 
operation was performed, with the use of the elastic ligature. But little 
difficulty was experienced in extracting a well-formed child, which lived, 
The uterine stump was treated extra-peritoneally, and strict antisepsis was 
observed. 

The cause of the atresia was, first, the diphtheritic inflammation of the 
vagina caused by scarlatina, aggravated by the traumatism produced at coition. 
On the fortieth day after the operation the patient was discharged cured. 

The second case was that of a multipara, aged forty-two years, who had 
been severely injured in a previous confinement. She came to the hospital 
stating that labor pains had already begun, and that foetal motion had not 
been felt for eight days. Atresia vagine was complete, but the cicatricial 
tissue was broken down by a sound to some extent, It was intended to 
dilate the vagina by Hegar’s dilators, and perform Singer’s operation. 
When the uterus was opened, and the partly decomposed foetus extracted, the 
endometrium was found to be covered with a layer of septic material, which 
made the amputation of the uterus imperative. The patient’s temperature, 
which had been elevated, sank to normal under antiseptic treatment, and 
she was discharged from the hospital forty-two days after operation. 

Porro’s operation was made necessary in these cases by the impossibility of 
securing drainage through the vagina, and, in one instance, by the septic 
condition of the endometrium. 

In the discussion which followed ScHavTa called attention to the fact illus- 
trated by the first case, that the impaction of the presenting part is not a con- 
tra-indication to Porro’s operation, as a living child was extracted without 
great difficulty.— Wiener medizinische Presse, No. 6, 1888. 
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Two Cases oF LABoR CoMPLICATED BY SHORT UMBILICAL CorDs, . 


FELKIN, in the Edinburgh Medical Journal for February, 1888, reports two 
cases of short cords, complicating labor very considerably. 

The first occurred in a primipara, whp expelled a female child with the 
placenta after a labor lasting thirty-six hours. Profuse, but brief, hemor- 
rhage followed the expulsion of the placenta. The cord was inserted into the 
edge of the placenta, and measured five and three-quarters inches in length. 

The second case was that of a multipara, whose previous labors had been 
easy. During the pregnancy in question the patient complained of persistent 
sacral pain, attended at times by severe abdominal pain. The liquor amnii 
was very abundant. The child was readily expelled, having the cord wound 
five times about its neck and once about its chest; although asphyxiated, it 
was resuscitated. The uterus inverted at the birth of the child, and it was 
found that the attendant had divided the cord very near the placenta, which 
was adherent. The removal of the placenta and the reposition of the uterus 
were easily effected, and without severe hemorrhage. It was evident that the 
shortness of the free portion of the cord had inverted the uterus. Both 
patients made good recoveries. 


A CasE oF KypuHoric PELVIs. 


Brewis (Jdid.) reports the case of a primipara, aged thirty-three years, 
having kypho-scoliosis of the dorso-lumbar region, the result of a fall in 
childhood. 

On vaginal examination the promontory of the sacrum could not be reached; 
the ischial spines were very easily felt, projecting markedly inward, especially 
the left; from their level downward there was a gradual increase in the nar- 
rowing. The distance between the internal surfaces of the ischial tuberosities 
was two and one-quarter inches. The pubic bones were approximated toward 
each other, the pubic arch narrowed, the descending rami ran backward, 
nearly parallel, to the ischial tuberosities. The sacrum was bent forward at 
its lower part; its upper portion could not be felt. The coccyx was very 
movable. The distance between the sacro-coccygeal joint and the lower 
edge of the symphysis pubis was three and one-half inches; from the apex of 
the sacrum to the ischial tuberosities was two and one-half inches, The 
pubic articulation was widened anteriorly; there was marked pelvic floor 
projection. : 

The patient was eight months pregnant, and after labor had proceeded 
twelve hours the membranes were ruptured, and the head was found lying in 
the right pelvic diameter, occiput presenting. Delivery was effected by axis 
traction forceps. The perineum was ruptured, and also the vaginal tissue 
was torn by the ischial spines; as the perineal tissues fell naturally together, 
no sutures were used. Mother and child recovered well. 


MITRAL STENOSIS AND THE THIRD STAGE OF LABOR, | 


Hart, of Edinburgh, reports eight cases of this serious complication, seven 
of which proved fatal. He describes two cases fully, one patient dying from 
mitral stenosis, with fresh ulceration on the aortic valves; the other labored 
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under mitral stenosis, a small pelvis, and prolapse of the cord; she recovered, 
however. 

In considering the etiology of these cases Hart writes that during preg- 
nancy we have imposed on the heart the task of driving a larger bulk of 
blood through the ordinary circulation, and an additional area formed by the 
enlarging uterus and placenta. For this extra task the left ventricle of the 
heart normally hypertrophies. 

“ Mitral stenosis is in itself a serious cardiac disease apart from any preg- 
nancy, inasmuch as the weak left ventricle soon fails in its increased duty, 
the lungs become engorged, and the right side of the heart dilated. If the 
work of pregnancy, however, be added, then we get compressed into a few 
months, what otherwise might have taken years; so that at the beginning of 
labor we may get such failure of compensation that we have a dilated and 
weak left auricle, congested lungs, and a dilated right heart. When the labor 
is finished and free hemorrhage does not occur, we get returned to the right 
side of the heart the extra amount of blood before accommodated in the 
uterine and placental sinuses. The right heart more or less speedily becomes 
distended and the lungs engorged, so that we may get death with over-disten- 
tion of the heart; great dyspnoea and threatened death ; or sudden pulmonary 
cedema. 

“ Of course, it is our duty to discountenance marriage most strenuously in all 
cases of women with mitral stenosis. This goes without saying. Unfortu- 
nately, our advice is seldom asked, and when given, not very often followed ; 
so that we get the problem before us of mitral stenosis and pregnancy—What 
is best now? 

“The only thing I do during pregnancy is to keep the patient at rest as much 
as possible, and administer tincture of strophanthus steadily when circulatory 
disturbance begins. I prefer it to digitalis, as it is a pure cardiac stimulant, 
and does not contract the small arteries as digitalis does. Digitalis, from its 
action on the arteries, tends to throw more blood into the venous system, and 
thus give more to the right side of the heart. Strophanthus, on the other 
hand, gives us heart stimulus, and does not increase the work of the heart by 
contracting the arterioles. I am aware, however, that I am treading on 
debatable ground here, and ground foreign to me. I can only say that stro- 
phanthus has given me distinctly better results than digitalis. During labor 
one must keep up the action of the strophanthus, and deliver as soon as pos- 
sible, using chloroform as usual. But now comes the worst period, viz., the 
third stage, and the one that demands our greatest vigilance. The plan I 
advocate at that time is as follows: 

“1, Give no ergotin. 

“2, Feel no alarm at even free hemorrhage. 

“3. Be specially on the outlook if hemorrhage is scanty. 

“4, If the circulation becomes embarrassed, as evidenced by irregular heart 
action or dyspnea, then push strophanthus and dry-cup over the heart, as 
suggested by Dr. Connel. Bleed the patient from the arm if the latter fail. 

“5, Even if all seem right, have the patient constantly watched for the first 
day. 

“The views advanced seem to me to place the retro-placental blood-clot and 
the gush of blood one so often has in a multipara when the placenta is sepa- 
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rating, in a new light. I have no doubt many of us have felt that these two 
occurrences have been due, perhaps, to want of vigilance or skill in the man- 
agement of the third stage. The retro-placental clot has no function in sepa- 
rating the placenta, but it and the occasional gush should be regarded as 
salutary, as getting rid of that extra bulk of blood, which, if returned to the 
systemic circulation, might embarrass cardiac action, even in a healthy woman. 
I do not wish to seem to think lightly of hemorrhage, or even to hint that one 
is not to be most careful in attending to the third stage; I only state what I 
feel now, that in a normal case the blood-clot in the placenta and membranes, 
or the teacupful of blood lost in a single gush, is really better out of the 
patient’s systemic circulation and heart.” —Edinburgh Medical Journal, Feb- 
ruary, 1888. 
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ErRGoTIN INJECTIONS. 

ENGLEMANN (Centralblatt fiir Gynikologie, January 7, 1888) criticises a 
recent article by Bumm on this subject, in which the latter objects to the use 
of hypodermatic injections of ergotin, on the ground that they are painful 
and give rise to inflammatory nodules. Bumm attributed the local irritation 
to the fact that the preparations were poor, that the solutions used were too 
concentrated, and that the abdominal wall was chosen as the site of the in- 
jections ; he, accordingly, preferred to use a neutral solution (one to five or 
ten), and to introduce the needle deeply into the glutei muscles. Englemann 
thinks that the site of the injection is of no consequence—although he avoids 
the abdominal wall—and that, so long as the solution is perfectly fresh, its 
reaction or degree of concentration is a matter of indifference. The local 
irritation is due entirely to the decomposition of the ergotin, which is not 
prevented by the addition of antifermentatives. If the solution is freshly pre- 
pared (the physician is recommended to prepare his own each time) no pain 
attends the injection; Englemann has injected a fifty per cent. solution with- 
out unpleasant effects. In the treatment of fibro-myomata, it is preferable to 
use weak solutions, since the action of the drug is then more gradual and 
continuous. In proof of his statements, the writer adds that he has several 
patients who have been receiving injections of ergotin for years, without 
having experienced any bad results. Patients can readily learn to administer 
injections to themselves. 

THE Exastic LIGATURE IN MYOTOMY AND IN SUPRA-VAGINAL 
AMPUTATION. 

Kun ( Centralblatt fiir Gynikologie, January 7, 1888) argues in favor of the 

intra-peritoneal method of treating the stump. Even those who practise the 
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extra-peritoneal method (notably Keith and Kaltenbach) admit that the 
former is the ideal one. Kuhn showed, at a meeting of the Aerztl. Central- 
verein in 1886, a stump removed from a patient who died on the ninth day 
after supra-vaginal amputation, in which the elastic ligature was entirely 
buried by plastic lymph, the stump itself appearing as healthy as when it 
was first returned to the peritoneal cavity. He reported six cases, with only 
one death—from intestinal obstruction on the ninth day. 

His technique is as follows: The rubber ligature consists of two tubes, three 
and one-half and six millimeters in diameter, which are joined together (one 
within the other?) and are previously soaked for two days in a five per 
cent. solution of carbolic acid. This cord is passed twice around the base of 
the tumor, and is tied in two knots. The stump is sutured with catgut. If 
the uterine cavity is opened, the cervical mucous membrane is excised in a 
funnel-shaped mass, so that the mucosa that remains will lie below the level 
of the constriction. The stump is thoroughly disinfected with a solution of 
bichloride, one to one thousand. The entire operation is conducted under 
the carbolic spray. é 

The same method is applicable to the removal of subperitoneal fibro-myo- 
mata with broad bases, the rubber ligature being applied and dropped back 
into the cavity with the uterus; the stump is sewed with catgut as before. 


THE OPERATIVE TREATMENT OF RETROFLEXION. 


SANGER (second part of paper in Centralblatt fiir Gyndkologie, January 21, 
1888) continues his valuable article on this subject by detailing seven cases 
in which he performed “ ventro-fixation ;” in five of these the appendages 
were previously removed. He quotes from Hegar, who believes that castra- 
tion for the relief of pain is of doubtful value when the uterus is retroflexed 
and adherent, because of pressure on the nerves at the point of flexion, as 
well as the resulting structural changes in the uterine wall. Singer would 
advise fixation of the uterus to the abdominal wall in every case of permanent 
retrodisplacement, with or without fixation, in which severe backache, hemor- 
rhage, uterine colic, and painful defecation were present. A retro-displaced and 
movable uterus might give rise to more marked symptoms than one that was 
adherent, Ventro-fixation of a movable uterus is, he thinks, “an eminently 
conservative operation.” He prefers Olshausen’s method of attaching both 
cornua, using two or three silkworm gut sutures on each side. The dangers 
incurred in this operation are few. Intestinal obstruction can rarely occur, 
because there is such a small space between the uterus and the empty bladder 
that the gut can not be caught in it; when the latter viscus is full the contact 
is still more intimate. There is but little danger of wounding the inferior 
epigastric artery, as the sutures are passed internal to it. 

The author admitted that the ideal method of ventro-fixation is yet to be 
devised ; it is desirable that the uterus should be freely movable, as well as 
anteverted, but at the same time its attachment to the abdominal wall must 
be permanent. With Olshausen’s method there is less to be feared from the 
subsequent occurrence of pregnancy than with any other operation, since the 
points of attachment are in the ligaments of the uterus, rather than in the 
organ itself, and the former can be stretched indefinitely. 
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The principal objection to be urged against the operation is that it is 
necessary to perform laparotomy, but with modern antisepsis the dangers have 
been greatly diminished. No fatal cases of ventro-fixation have yet been 
reported. 

Caneva’s (Sims’s?) suggestion to attach the uterus without opening the 
abdomen is to be condemned, since it involves the risk of puncturing a 
loop of intestine. Other plans have been proposed, such as shortening the 
utero-sacral ligaments [practised by Byford—Eb.], or anteverting the uterus 
and attaching it to the vagina, the anterior fornix being previously opened. 
Klotz’s method of keeping the uterus in place by means of a drainage tube he 
did not favor. There is danger of intestinal adhesions. If the uterus is 
firmly attached to the anterior abdominal wall in the manner recommended 
by Olshausen drainage is unnecessary. It is advisable for the patient to wear 
a pessary for two or three weeks after the operation until the wound has healed 
perfectly. 


THE OPERATIVE TREATMENT OF RETROFLEXION WITH FIXATION. 


Kuorz, of Dresden (Centralblatt fiir Gynikologie, February 4, 1888) replying 
to Singer’s criticism of his plan of operating, admits that Olshausen’s method 
is a good one, but does not believe that every uterus can be fixed in this way. 
The writer was loath to adopt the open method, but he found that in no other 
way could he obtain the “intra-peritoneal support” necessary for permanent 
fixation. He did not believe that the uterus, secured according to Olshausen’s 
plan, remains in position after the pessary is removed. The larger the ab- 


dominal wound, and the greater the shortening of the ligaments, the sooner 
is the uterus drawn backward to its former position. This is prevented 
by retraction of the cicatrix in Douglas’s pouch. Even in supra-vaginal 
amputation, where the trunk is treated extra-peritoneally, it is not perma- 
nently adherent to the abdominal wall. 

In seventeen cases in which he had used a drainage tube there had been 
no symptoms of intestinal adhesions. On the contrary, he was sure that in 
his cases more than two-thirds of the posterior surface of the uterus was free 
from new adhesions, the uterus being separated from the sacrum only by the 
“intra-peritoneal support,” or cicatricial band formed by the drainage tube. 
The use of the tube led to a thickening of the posterior uterine wall—espe- 
cially at the point of flexion—by the deposition of plastic lymph, which also 
served to draw the cervix backward. He acknowledged frankly that he had 
not been able to verify his theory by observation at the post-mortem table. 

SANGER, in reply to the above (Céentralblatt, February 18, 1888), calls atten- 
tion to the fact that the success of Klotz’s method seems to depend rather 
upon backward traction on the cervix than on fixation of the fundus ante- 
riorly. Klotz himself admits that drainage is a necessary evil. As regards 
intestinal adhesions, Sanger is sure that they must be present. It was evident 
that Klotz must rely upon the adhesion between the uterus and surrounding 
organs for its permanent fixation; under these circumstances the statement 
that “two-thirds of the uterus was free from new adhesions” seemed rather 
peculiar, when Klotz objected to Olshausen’s method because the range of 
mobility of the uterus was so limited, he was inconsistent in that by his own 
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method he aimed at fixing the organ solidly by means of the surrounding 
adhesions. 

[We have introduced this controversy because of the important principles 
involved, as well as to call attention to the correspondence between Singer’s 
criticism of Klotz’s method and the comment which we made upon it in the 
March number of the Jouknan.—Eb.] 


THE PATHOLOGICAL ANATOMY OF CATARRHAL SALPINGITIS. 


Curari (Zeitschrift fiir Heilkunde, Bd. viii.) calls attention to the minute 
structure of the hard nodules sometimes found at the uterine end of a Fallo- 
pian tube that has undergone pathological changes in consequence of former 
salpingitis. These nodules vary in size from a pea to a bean, and are dis- 
tinguished macroscopically by their pale color and firm fibrous structure, so 
that they have been described erroneously as true neoplasms (fibroma or 
fibromyoma). 

On careful examination of sections made through these bodies, it is evident 
that they are due simply to localized hypertrophy of the muscular layers of 
the tube, the enlargement being concentric. Within these nodules are seen 
numerous spaces, lined with cylindrical epithelium, resting upon a stratum of 
connective tissfe. These cystic spaces are formed by ingrowths from the 
mucosa, and contain serous (sometimes purulent) fluid. In seven cases in 
which the writer studied the nodules he found that the latter were always 
formed by localized hyperplasia and hypertrophy of the muscularis, the re- 
mainder of the tube showing evidences of chronic catarrh (hypertrophy). The 
invariable presence of the nodules at the uterine end of the tube is possibly 
due to the narrowness of the lumen at this point, so that when the mucosa 
becomes swollen in consequence of inflammation the obstruction is almost 
complete; hence the (compensatory) hypertrophy of the muscular coat. 

[The reader will note that the condition described is similar to the general 
hypertrophy of the muscularis noted by Kaltenbach, who gives a similar 
explanation of its occurrence. Mundé has suggested the term “ pachysal- 
pingitis.”—Ep.] 


THE DEVELOPMENT OF THE PERINEUM AND ITS SIGNIFICANCE IN 
CONNECTION WITH CERTAIN MALFORMATIONS. 


REICHEL (Zeitschrift fiir Geb. u. Gyn., xiv. i.) discovered in a sterile married 
woman, twenty-five years of age, a fistula between the rectum and the vulvo- 
vaginal orifice just below the hymen. The labia and anus were normal, but 
the perineum was short. As the patient said that feces had escaped into the 
vagina only since marriage, it was at first supposed that the perforation had 
been produced during coitus, but on careful examination the recto-vaginal 
septum below the hymen was found to be so thick that this theory was not 
tenable. 

From the shortness of the perineum and the height of the vestibule, Reichel 
inferred that there existed a congenital malformation, the small preeéxisting 
fistula being dilated or torn by coitus. Such a malformation cannot be ex- 
plained by the ordinary theory that the perineum is formed by the dipping 
down of Douglas’s septum. 
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From his embryological studies, the writer was led to concur with the 


opinion expressed by Rathke, in 1830, that the perineum is formed by the 
union, in the median line, of projections from the sides of the cloaca; the 
anal folds, rising simultaneously behind the cloaca, blend with the posterior 
genital folds below, and the septum of Douglas above, to form the anal portion 
of the rectum. 

In the case reported Reichel thinks that the union between these folds and 
the perineum was imperfect, owing to a deficiency in the septum. 


TUBO-OVARIAN CysTs. 


GriFFitus (7rans. London Obstet. Society, vol. xxix.) concludes an elaborate 
paper on this subject with the following deductions: 

1. The dilatation of the tube and the formation of the ovarian cyst are 
secondary, not primary, factors in the formation of tubo-ovarian cysts. 

2. The union of the tube and ovary is physiological, perhaps accidental. 

3. The persistent cohesion is due to a subsequent inflammatory process. 

4. The communication between the tube and the cyst is usually either 
primary, or it occurs early in the growth of the cyst. 

In discussing this paper DoRAN called attention to the fact that the fimbrie 
really had little or nothing to do with the adhesion of the tubes to the ovary, 
since they early retracted into the ostium after the tube became dilated, the 
ostium then being sealed up by either localized perimetritis, or exudation from 
the mucous surface of the fimbrie. He believed that the tube and ovary 
became fused together after they had both, in consequence of chronic inflam- 
mation, become thin-walled cysts; the septum between these two cysts was 
then broken down, in the same manner as the septa between adjacent loculi 
in a multilocular cystoma. Only one authentic instance of congenital origin 
of a tubo-ovarian cyst is recorded. It is rare that the fimbriated extremity of 
the tube becomes adherent to a preéxisting cyst on the surface of the ovary, 
the cyst-wall subsequently rupturing, so that a communication is established 
between its cavity and the lumen of the tube. 


EPISPADIAS IN THE FEMALE. 


Douren (Zeitschrift fiir Geb. u. Gyn., Bd. xii.) examined a servant, eighteen 
years of age, in whom the upper half of the nymphs, the clitoris, and the 
prepuce were cleft, the mouth of the urethra being represented by a gaping, 
funnel-shaped opening at the commissure, through which a catheter was passed 
to a distance of three centimetres, entering the bladder; there was no sphincter 
vesice. The perineum was five centimetres in breadth. A triangular surface 
was denuded, having its apex at the mons, its lower angles corresponding to 
both halves of the clitoris. The opposite edges were sutured, when the meatus 
was brought down to its normal position below the clitoris. The patient 
could hold her water much longer after the operation than before. 

Dohrn explained this malformation by supposing that the perineum 
developed prematurely, the sinus urogenitalis being pressed upward. This 
must have occurred at that period of embryonic life when the thin septum 
begins to form between the opening of the rectum and the sinus urogenitalis, 
which gradually develops into the perineum. 
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RETENTION oF MENSEs IN A DouUBLE UTERUS, CAUSING RUPTURE. 


JEANNEL (Bull. et Mémoires de la Soc. de Chirurgie de Paris, p. 305, 1887) 
reports the case of a married woman, aged twenty-six, who had never menstru- 
ated, although for several years she had had severe hypogastric pains every 
month. Jeannel made the diagnosis of double uterus, the left uterus being 
distended with menstrual blood, while the right (which communicated with 
the vagina by a small cervical opening) was compressed and atrophied. The 
external genitals were imperfectly developed. 

On exposing the fornix vagine a projection was seen corresponding to the 
distended uterus; this was punctured, 100 grammes of chocolate colored 
fluid being withdrawn; a crucial incision was then made, and the cavity was 
washed out, a number of clots being removed. The patient collapsed, and 
died soon after being placed in bed. At the autopsy it was found that the 
left uterus had ruptured at several points, the blood having escaped into the 
peritoneal cavity ; this hematocele had been opened, and its contents evacu- 
ated. The right uterus communicated with the vagina by the cervix before 
mentioned. The tumor and all the pelvic organs were fused together into an 
inextricable mass, so that laparo-hysterectomy would have been out of the 
question. The writer concludes that when, after puncturing such a tumor 
per vaginam, the sac is found to contain blood-clots, it is better not to make a 
free incision and turn these out, since it involves too great arisk to the patient 
from the resulting shock. 


THE HiIsTOLOGY AND PATHOLOGY OF SKENE’s URETHRAL GLANDS. 


Van Coit (Brooklyn Medical Journal, February, 1888) contributes some 
observations on the histology of Skene’s glands, which he describes as race- 
mose glands lying just beneath the mucosa and surrounded by dilated veins 
and arterioles. They resemble, in minute structure, the urethra, since they 
possess no submucosa. Their mucous lining consists of three rows of epithe- 
lial cells, the superficial layer being of the columnar variety with distinct 
nuclei, the next layer consisting of spindle-shaped cells, and the deepest of 
round cells with large granular nuclei. At the mouth of the gland the epi- 
thelium passes over into the squamous type. The secretion of the lining 
mucosa is a viscid mucus which, according to the writer, not only acts as a 
lubricant, but “ helps to seal up the urethral orifice, preventing the entrance 
of air into the bladder ” (7). 

The pathological conditions which may exist are diminution of the normal 
secretion, with resulting inflammation at the meatus, or excess of the same. 
Acute inflammation may lead to stenosis and cystic enlargement of the gland. 
Gonorrheeal poison may harbor here, leading to obstinate inflammation. . 

The writer quotes at length Skene’s original description of the clinical 
symptoms and treatment. 


A RARE ANOMALY OF THE HYMEN. 


KRrysInskI (Gazeta lakarska, Bd. viii. No. 2, 1888; Rundschau, February 
15, 1888) describes a case in which the hymen had, at its lower lateral border, 


| 
| 
| 
| 
| 
| 
| 
| 
| 


438 PROGRESS OF MEDICAL SCIENCE. 


a small opening which only admitted a sound fifteen millimetres in diameter. 
At the upper part of the hymen there was a large projection that looked at 
first like the urethral opening, but on careful examination was found to be a 
circumscribed reduplication of the hymen, there being a sort of pocket like 
one of the semilunar valves of the aorta. In the anterior wall of the pocket 
there was a linear slit. The meatus urinarius was situated in the anterior 
vaginal wall, about two and one-half or three centimetres behind the hymen; 
the urine escaped through the aperture in the hymen before mentioned. 


IRREGULAR SUB-VAGINAL AMPUTATION OF THE CERVIX FOR 
EPITHELIOMA. 


RIcHELOT ( Union Médicale, No. 10, 1888), under this high-sounding term, 
refers to removal of a portion of the cervix uteri in cases of advanced epithe- 
lioma. If the disease is limited to the cervix, vaginal extirpation is the opera- 
tion par excellence, since simple amputation might fail to remove all the 
affected tissue. When the periuterine tissues are invaded total extirpation is 
not to be thought of. In order to relieve the hemorrhage and fetid dis- 
charge, as much of the disease as possible should be removed with the scis- 
sors and sharp spoon. 

[We have referred briefly to this paper in order to protest against the mul- 
tiplication of articles on this subject. Nothing is gained by inventing new 
names for old operations. All that has ever been written on the operative 
treatment of cancer of the uterus may be summed up in a few words—if the 
direase has not extended too far, remove as much of it as possible, by scrap- 
ing, amputation, or total extirpation, according to the indications in the indi- 
vidual case.—Eb.] 


LATENT AND CHRONIC GONORRH@A IN THE FEMALE. 


NOEGGERATH (Deutsche med. Woch., No. 49, 1887) concludes a recent 
paper on this subject with an enumeration of the signs by which chronic 
gonorrhea may be recognized. These are, he asserts: 

1. A woman, previously healthy, is attacked with pelvic troubles soon after 
marriage, her general health frequently suffering to an extent not explicable 
by the slight changes observed in the sexual organs. 

2. She has a purulent discharge, not depending upon the presence of an 
existing erosion, sarcoma, or carcinoma; or there may be a scanty glairy dis- 
charge from the bright red, eroded cervix. 

3. There is a catarrh of the ducts of the vulvo-vaginal glands. 

4. Small acuminated condylomata are seen around the vaginal outlet; 
there may be a ring of them just above the anal orifice. 

5. Granular vaginitis is present. 

6. Evidences of peri-salpingitis or ovaritis, the latter being of the glandular 
variety. It is important, the writer adds, that several or all of these symp- 
toms should be combined ; a single one has no diagnostic value. 


